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THE PRESENT DISCONTENTS IN 


PSYCHOPATHOLOGY * 
By EMANUEL MitterR, M.A. Camb., M.R.C.S. Eng., 
D.P.M. 


PSYCHIATRIST TO THE WEST END HOSPITAL FOR NERVOUS 
DISEASES ; PHYSICIAN TO THE INSTITUTE 
OF MEDICAL PSYCHOLOGY 





HOWEVER much we may argue that psychology 
is a science in its own right and may use its own 
language, the very fact that human creatures, 
even on the very slenderest evolutionary hypothesis, 
cannot be alienated from their animal relatives and 
ancestors makes it obligatory to fashion our psycho- 
logical concepts so that they shall be in accordance 
with basic biological principles. This is surely the 
case with the Freudian psychology which rightly 
claims to be a genetic psychology rooted in the 
instinctual life. 

It is natural for every science in the course of its 
development to pass through a descriptive, classifi- 
catory, and lastly, a phase in which an attempt is 
made to trace causal relations. This is perhaps the 
healthiest form of development and it has been a 
process through which most scientific disciplines have 
unfolded in the past. At the present day however 
science has established so many working hypotheses 
that concepts have been borrowed from one field for 
use in another; this has not been altogether harmful 
in those sciences which have been concerned with the 
material universe. But even here there has been a 
dangerous tendency in assuming that the concepts 
involved have some objective reality, whereas they 
should be nothing more than the embodiment in 
formule of statistical estimates. As far as the 
normative sciences are concerned, dealing with human 
material there is a great danger of applying psycho- 
logical concepts from the highest levels of experience 
to explain the lowest levels, and this anthropo- 
morphising under the guise of scientific concepts has 
led not infrequently to the reification of what are 
nothing more than the processes which we logically 
conclude bind phenomena together. 


The Limits of Nominalism 


Fear, however, of drawing conclusions from the use 
of concepts has led some thinkers to fly from con- 
ceptualism into nominalism and to conclude that 
we dare do nothing more in science than occupy 
ourselves with perceptual material. In fact, they 
urge us to consider the data of a science as nothing 
more than a series of events to which the categories 
of the understanding give sequence, order, and, 
perhaps, causal relationship. This is the position 
taken up by Dr. Mapother in his critical analysis 
of modern psychiatric trends in his presidential 
address to the section of psychiatry of the 
Royal Society of Medicine." It seems to me 
that Mapother in his criticism has failed to see 
that in his neurological approach, which can by 
no means be discounted, he has accepted all the 
concepts of neurology, for in taking over the concept 
of reflex inhibition and conditioned reflex he has 
accepted something more than nominalism and is 
prepared to build up a science on things which are 
after all logically more than names. Mapother 
says: “‘ We are confronted with a problem of definition 


eA presidential address delivered to the Medical Section 
of the British Psychological Society on Jan. 23rd, 
5814 + Proc. Roy. . Med., 1934, xxvii.,.1687. 





what are the limits to which the term ‘ behaviour’ 
is applicable ?”’ He adds as the best working basis of 
psychiatry “(1) that the term behaviour should be 
used to connote reactions involving a synthesis that 
is or formerly was accompanied by consciousness ; 
(2) that with this may be coupled the comple- 
mentary view that consciousness is always and only 
awareness oi behaviour, i.e., awareness of happen- 
ings of a certain synthetic complexity in one’s 
own body and can be nothing else.” He goes on 
to say “this view of course differs entirely from 
the extreme view of behaviourism which adopts 
the attitude that after the description of behaviour 
there is nothing left to describe or worth descrip- 
tion. ...” One finds it difficult to see how 
in actual use such a view differs from behaviourism ; 
either awareness is a mental function and therefore 
one of considerable importance, or it is nothing more 
than a camera eye which does not project, but merel 
conveys, an image on to a distant screen. It is 
difficult to see whether this is another aspect of 
psychophysical parallelism or an epiphenomenalism 
in which awareness is just an aura of physical events 
with no agency whatsoever. Both these views may 
be argued and they certainly have a methodological 
value in laboratory techniques. But this rather narrow 
escape from behaviourism does not alter the fact 
that both behaviourism and Dr. Mapother’s variant 
of it takes over a great deal of conceptualism on the 
way. In sweeping the floor of his laboratory of all 
animistic concepts he may be doing a very good 
service, but the very broom he is using is a logical 
instrument which implies that Dr. Mapother is quite 
prepared and in fact eager to order phenomena 
according to the categories of his own understanding. 
One of the dangers of psychological method is 
undoubtedly the danger of animating processes which 
even modern psychopathology attempts to disclose 
and if possible to destroy. An equal danger however 
is not only the danger of animism but a danger of 
reification; and those who are eager to adopt an 
attitude of bleak phenomenonism will find, as neuro- 
logists do of reflex inhibition and so forth, that 
they make just as real things as libidinal energy, 
censorship, Id and Ego. 


The Data of Psycho-analysis 


There is no reason for supposing that a sober 
psycho-analytic approach is not in itself based upon 
phenomenalism, the phenomena in question being 
what the patients tell us. What the observer sees 
in these phenomenal events is a certain type of order 
and certain forms of causal relationship. Whether 
these sequences and causal relationships need the 
terms which psycho-analysis has given to them is 
another matter which can be ground for argument. 
It would be desirable perhaps to go back to biology 
and to reject or at least to redefine the terms of 
psychopathology in the language of the biological 
sciences. As long as a science of neurology exists, 
and it is a coérdinated discipline, there is no reason 
why we should not do away with many terms which 
have already their analogues in biology and neuro- 
logy, and are perhaps better terms because they are 
applicable over a wider field. But is it desirable to 
use such terms as are used in biology and neurology 
in a special field in which the specific conditions call 
for a specialised vocabulary ? In so far as psycho- 
logical phenomena must be regarded as special 
cases of living process, the terms we use should not 
be at variance with those to which we have become 

E 
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habituated in biology; but if biological concepts do 
not satisfy the conditions which are found in the 
complex behaviour of human beings, who can com- 
municate their impressions through language, then 
we should be free to use those very names which 
this linguistic response affords us from time to time. 
Any science therefore is at liberty to use terms which 
are in themselves illuminating, but they will only 
move from the realm of art to the realms of science 
if such terms help us not only to describe but to 
coérdinate phenomenal events. If, for example, the 
term Narcissism describes and relates certain events 
in the life of a subject, it is a term worthy of con- 
sideration and of use as long as no other term can 
describe the same set of phenomena in a simpler 
form. The term can only be criticised by the 
biologist if the latter can describe them in a word 
of his own language. If, on the other hand, his 
biological data have nothing to do with Narcissism 
or with such a group of phenomenal events, then 
it does not belong to his universe of discourse and 
he has no right to impose upon a correlative science 
terms which his data do not need. Mutatis mutandis 
the psychopathologist has no justification in applying 
to lower biological processes or to simpler organisms 
the terms which his particular subject matter may 
require. There has been an unfortunate tendency on 
the part of some psycho-analysts to apply analytical 
terms to lower biological processes which do not need 
them. Even if a philosophy of pan-psychism be 
adopted there is no warrant for applying the terms 
necessary for complicated human mental life to an 
unsophisticated crustacean. The application without 
measure of biological processes to the higher mental 
life and of psychological processes to the lowest 
organisms is an attempt at unification which just 
oversteps the mark. In the same way it would be 
unwise to apply the concept of the conditioned 
reflex to all higher mental processes without the 
introduction of an additional terminology which the 
higher complexities need. This is not to deny that 
the architectonic of the mental life even of our 
patients is incapable of description in terms of 
such a neurological mechanism, but what psycho- 
pathology in particular is concerned with, is not only 
form but content; the content of the mental life or 
the life of behaviour is so complex that it requires, 
for the time being at least, a vocabulary which will 
help us to handle the very diverse relations into 
which the events themselves indisputably fall. Our 
greatest safeguard therefore will be to maintain an 
attitude of constant vigilance lest we use terms that 
are superfluous and at all times fearlessly to use a 
language which helps us to handle our material as 
easily as possible. It may well be that psycho- 
analysis has in its somewhat triumphal march hidden 
itself under too many banners and a more sober use of 
vocabulary would be welcome, but it is difficult to 
accept that many of the terms of neurology are 
more free from contradiction and superfluity than the 
language of psychopathology. The thunder of the 
Freudian Olympus is after all no louder than 
the thunder of Denmark Hill. 


Does Neurology Suffice in Psychopathology ? 


Let us now turn to consider whether there are any 
grounds for discontent in the field of psychiatry as 
brought forward by Dr. Mapother on the one hand 
as representing psychiatry proper, and of Freud as 
representing the spear-head of modern psycho- 
pathology. Dr. Mapother is satisfied that adherence 
to neurology will give us all that we need to under- 
stand disordered behaviour. He says: “‘that because 


of their objectivity and inability to formulation of 
their sequences in terms of verifiable hypotheses the 
facts of behaviour lend themselves better to scientific 
investigation than do those of consciousness. Theories 
covering behaviour almost necessarily involve induc- 
tion of formule covering likewise reactions of lower 
levels. Such formule seem capable of submission to 
the sort of crucial tests which are essential.” It is 
certainly beyond dispute that objective behaviour 
can be subjected to crucial tests which can be repeated 
by a number of observers working under like condi- 
tions, and as long as the reactions are comparatively 
simple ones, there is no reason why behaviour should 
not be studied in this way. But I do not see that 
we can go very far in the study of behaviour at our 
level of development if we are not prepared to study 
it in all its complexity. Everyone knows that 
experimental psychology deals with very limited 
conditions, and the factor psychology of Spearman 
shows us how with the passage of time more and 
more abilities will have to be correlated with “G” 
before a really satisfactory picture of the whole of 
behaviour in its relation to intelligence is made clear. 
Ultimately, form and content will illustrate one 
another because they belong to one another, but 
the study of the content will call for its own methods. 
If investigators of the Mapother school were whole- 
heartedly to accept the implications of their views 
they should surely accept that language is a form 
of behaviour, and that the utterances of a patient 
in free association are as much phenomena as the 
myographic tracings and performance tests of the 
psychological laboratory. Admittedly the bewil- 
dering detail makes the application of crucial tests 
difficult, but I do not see why as phenomena they 
should not in the course of time be as amenable to 
scientific analysis as are the objective data of the 
neurologist and the psychological laboratory. The 
formule of behaviour which objective psychology is 
able to deduce are no less conceptual than the more 
verbal formule deduced from the complex verbal 
behaviour with which the psychopathologist is in 
daily contact. Wohlgemuth has stated that in 
psycho-analysis there is a tendency for the concepts 
that have been applied to analytical phenomena to 
become actual material things, a point at which it 
ceases to be science but becomes mythology. Harold 
Jeffries in his book on “‘ Scientific Inference ’’ says : 


** With the statement of psychological fact that we do 
get into the habit of assuming a substance, or, as I prefer 
to say, a concept behind observed conjunctions of pro- 
perty, and that the concept comes to be manipulated as 
directly and as easily as a material thing, I am in complete 
agreement. From the statements of opinion that this 
occurs too easily and that it constitutes a means of rushing 
away from scientific fact, I dissent completely. These 
opinions are a direct negation of the scientific procedure 
of constructive concepts and there would be no such 
thing as science, or indeed, as everyday knowledge if they 
were accepted. It is precisely the utility of concepts in 
summarising existing knowledge that makes it possible 
to keep scientific facts classified and accessible and 
therefore to make progress as new laws are discovered . . . 
at each stage the concept gets further away from the 
original facts, but at each stage also it makes possible to 
infer more, facts. The double aspect of the construction 
of concepts is not antagonistic to scientific method, but 
on the contrary, is the very essence of it.” 


The material, the linguistic behaviour observable 
in free association, is not chaotic because it is found 
to arrange itself according to definite rules of resem- 
blance which can be the basis of scientific laws. 
They are, of course, peculiar observations, and to 
that extent require laws of their own to illuminate 
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them. It is true, however, that when a neurosis is 
studied in the light of the free associations of its 
victim the patient should recognise from such asso- 
ciation a relationship between his symptoms and his 
verbal outpourings which over a long period have a 
sequence, the time relationship of which can only 
be understood in the light of an emotional nexus. 
Such data as are derived from free association are 
in a way no less perceptual material than are the 
objective observations in a laboratory. In many 
ways such observations are more empirical than are 
laboratory observations, because the conditions of 
their study are less rigidly determined than are 
laboratory percepts which are subject to so much 
narrower conditions. 

What is the world which nominalists of Mapother’s 
school will have and accept, the constructed world 
of physics or that phenomenal world which psycho- 
logy takes as human experience? If, as must be 
obvious, he takes the latter, he can no more deny 
the thought world and the felt world, than he could 
deny those phenomenal events to which, strangely 
enough, even the concepts of mathematics and of 
geometry belong in a secondary sense. All that he 
can complain of are the causal relationships and the 
sequences which psychopathology in its dealing with 
content has deduced. If, as he might well say, the 
instruments of neurology and the psychological 
laboratory do not disclose such sequences and causal 
relationships, there is no reason why he should not 
take those instruments that psychopathology itself 
has forged and see what conclusions can be drawn 
from the use of those instruments on the admittedly 
complex facts of the mental life. Quite apart from 
therapeutic results, it seems to be generally agreed, 
for example, by a variety of schools of practice that 
many diverse forms of experience are explicable on 
the basis of certain working hypotheses of which the 
theory of the unconscious is an example. 


Criticism: of the Concept of the ‘*‘ Id”’ 


Inasmuch as the theory of the unconscious is 
inextricably bound up with the theory of instinct 
and with the primitive nature of our fundamental 
processes, it would appear necessary that such a 
theory in its detail should conform to the way in 
which instinctual discharges occur in animal life and 
the way in which neurology provides an adequate 
mechanism. It would, I think, be admitted even by 
those who are satisfied in confining themselves to a 
purely psychological vocabulary, that the hierarchical 
structure of the nervous system and our knowledge 
of its function, provided by Sherrington, Head, and 
others, account for the survival of the most primi- 
tive reactions simultaneously with the existence of 
the highest cortical events. The action of the nervous 
system observed from the inhibitory point of view 
may be regarded in Head’s term as one of “ degrees 
of vigilance,” or the organisms perpetual guarded- 
ness at all levels of integration against the onslaught 
of environment. The mediating rdle of the mid- 
brain and thalamus is of peculiar importance inasmuch 
as its relationship with sympathetic centres and with 
the endocrine system brings it into constant relation- 
ship with the general life of the organism, its meta- 
bolism as well as with its general affective state. 
In receiving impulses from the whole range of sensory 
experience, the thalamus is in contact with the 
external world, and although in the intact nervous 
system of higher animals the cortex inhibits and 
ultimately measures out appropriate lengths of 
reaction after receiving or sensing discriminated 
experiences, the cortex, fine adjustment though it 
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may be, is no more in contact with reality than is 
the thalamic mechanism. In fact, in experiences 
which do not give time for fine adjustment discharge 
at the thalamic level enables the organism to respond 
to an alarm in a perfectly coérdinated way. In 
short, the reality principle is as much at work at 
this level as it is at the cortical, although at the level 
of the latter the possibility of refined adjustment, of 
procrastination, is no doubt increased. 

In animal life, and basically in human life too, the 
nocuous or the painful is a much better guide to 
action than any other form of sensory experience. 
The continuation of responsiveness on the part of 
an organism is the quest for diminution of tensions 
which are painful in character. Response ceases 
not when pleasure is attained but when relative 
comfort is reached. The polar opposite of pain is 
not pleasure, for the former has beyond doubt a 
sensory basis, whereas pleasure is a general state 
of the organism and can only be appreciated after 
response or when response is continued for the sake 
of maintaining a condition of comfort, which may 
according to circumstances cover a wide range of 
pleasureableness. 

Stating the argument in the language of psychology 
rather than of neurology, one can say that the body 
mind or somatic mind, or awareness which arises 
directly from somatic events, is intimately in contact 
with reality and that pain is the signal for conation. 
James Ward was justified in saying that “ It is un- 
biological to base a psychology upon pleasure, to 
ascertain the origin and progress of purposive action ; 
it seems then that we must look to the effects of 
pain rather than to those of pleasure.” There 
appears to be no more potent intimation of reality 
than the experience of pain, and it is with pain, 
discomforts, and tensions that the primitive mind 
structure is most occupied. Freud’s assertion, 
therefore, that the Id or body mind is pre-eminently 
the region of the pleasure principle is psychobio- 
logically untenable. One gets the impression from 
Freud’s writings that the Id is the seat of turbulent 
passions governed by the pleasure principle, and that 
it is not entirely co-terminous with the bodily processes 
which are, taking the neuro-vegetative system as a 
whole, the fountain head of the instinctual life, but 
that it arises from it. If the human babe is taken 
as an example one would have to conclude on Freud’s 
view that as a metabolic machine, instrumented by 
the instincts, it is governed by the pleasure principle, 
but one can think of nothing more reality bound than 
the child waking with hunger and seeking satisfac- 
tion ; this satisfaction in the very earliest days of life 
is the quest for the reduction of tension, and 
it is pure inference that the state of satiety 
is one of pleasurable indulgence and that sucking at 
the nipple is at this level an orgiastic experience. 
It is only when extra-uterine history begins and 
experiences are related through the mechanism of a 
conditioned reflex that we can say that the child 
begins to appreciate pleasures. As a primary conation- 
driven creature in which satisfied conation produces 
quiescence, the babe is fully endowed with at least a 
primitive sense of reality in which the pleasure prin- 
ciple has not yet dawned. To quote Ward again: “‘ As 
soon as the connection between a pleasurable sensation 
and the appropriate action is completely established, 
as the infant imbibing food, the whole process becomes 
self-sustaining until satiety begins.” 


Pain and Conation 


It is only when the child has built up some experi- 
ence, the result of early conditioning or association, 
E2 
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that it can be said to = on the threshold of developing 
a self or Ego, and it is within this realm, the realm of 
beginning sophistication, that pleasure as a principle 
in experience can be said to hold sway. While the 
life of the Ego has, as Freud states, got a perceptual 
surface, the reservoir beneath this surface will contain 
organisation, resulting from the pleasure principle. 
It is as the result of the elaboration of experience 
that the pleasure principle comes into being and 
holds its enormous sway. The child’s frustration 
is not, primarily, the frustration of the desire for 
pleasure, but the frustration or inhibition of primary 
impulse. However the desire may have been called 
forth, its intensity is primarily identical with the 
strength of this impulse to action; it has no definite 
or constant relation to the amount of pleasure that 
may result from its satisfaction. 

The somatic life is governed in its attractions and 
avoidances by pain, and not by pleasure and 
unpleasure. Time, as Freud rightly says, plays little 
or no part in the life of the Id, which is a psychical 
glimmer of the somatic life, but feeling and the 
pleasure range belong essentially to a time order or 
rate ; this order gives us, individually, a succession 
perception in the first place, and a correction of this 
perception for practical purposes. 

The contention of the argument brought forward is 
that Freud has produced, in his doctrine of the pleasure 
principle, as opposed to the reality principle, a false 
dichotomy, and furthermore that by localising the 
tendency towards pleasure continuation in the Id 
rather than in the Ego, he has produced a conception 
of mental topography which is biologically untenable 
and therefore somewhat misleading. If we restate 
Freud’s fundamental tenets in such a way as to make 
them conform with biological facts, we shall not only 
obtain a simpler view of psychobiology but we may 
be able in addition to make better prognostications 
as to the sort of case that will be amenable to analysis 
as against those cases which are unlikely to respond. 


Mental Topography 


With regard to simplification it would, on biological 
grounds, be wise not to separate the Id at all from 
bodily processes as expressed through the instincts 
using the neuro-vegetative system as their instrument. 
It is my belief that this instrument is in fact not merely 
the instrument but the inherited expression in 
somatic mechanism of the fundamental needs of the 
organism. If the Id is understood as nothing more 
than the sum total of organic cravings or tensions, 
expressed in psychological terms, then there appears 
to be no need to invent an entity where one already 
exists and which can be understood in the light of 
neurology and biology. Anything that we know 
about it, however, must be purely inferential, that 
is, inferred entirely through its mechanism and 
through its expressions in the form of impulse made 
known to us, although only through the symptoms 
of frustration. 

What belongs, however, to Ego development is 
much more amenable to investigation through 
analysis in so far as it belongs to the realm of self- 
consciousness and to the actual history of the 
organism. It is in the Ego that pleasure interests, 
in our view, dominantly reside. If in the course of 
analysis we find that the condition has arisen through 
the Ego’s inability to face the compelling force of 
organic needs on the one hand, and the repressive 
influences of the super-Ego on the other, it would 
appear that the struggle is doubly great because 
of this dual impasse. Where, on the other hand, the 
organic cravings are strong, but injuries to the Ego 


in the course of historical vicissitude are propor- 
tionately less, then the prognosis in analysis is better, 
because the Ego is strong enough to cope with the 
impulsive life on one front, as we see in the case of 
normal people who manage on the whole to deal with 
their instinctual needs. Furthermore, if the instinctual 
life is somehow organically injured from actual 
physiological poverty of the organism through 
inherited taint, one can suppose that the inhibitory 
mechanisms, inborn in each of us for the orderly 
operation of instincts, is weak and instinctual forces 
overpower the Ego at all points, even though the 
history of the subject is not full of difficulties imposed 
by the external world and by the introjection of 
principles of behaviour which we call super-Ego. 
Freud himself admits that there are cases which 
somehow do not respond even to protracted analysis, 
and I think that careful consideration should be given 
to this problem of prognosis before an analytical 
procedure is embarked upon. 


Study of Constitution 


With regard to the Id endowment of the patient, it 
would seem that we should be amply rewarded 
if more consideration than hitherto were given 
to the study of constitution. Under the term 
constitution one would have to consider with the 
greatest care not only the inherited background but in 
addition what has been called the corporeal com- 
plexion. I do not consider for one moment that all 
that can be known is known about the relationship 
between physique and character, but the work of 
Kretschmer and his followers needs serious con- 
sideration. Prognostication on the basis of tempera- 
mental peculiarities will some day be made with a 
high degree of accuracy, and we shall be able to mark 
off not only groups of patients who are more likely 
to respond to deep analytical treatment, but the 
sort of treatment that certain types require will be 
made clearer to us by discovering the fundamental 
temperament type to which they belong. 

Endocrine disturbances frequently follow psychic 
distress, and we have to consider why only a 
measured number of persons, as a result of emotional 
crises, respond through and by disorders of the glands 
of internal secretion. The field is a very wide one 
and should engage the mind of the biochemist as 
much as that of the endocrinologist. Both these 
specialists should be enlisted to aid the psychologist 
in his prognostications. Ignorance of psychophysical 
relationships should not make us sneer at those who 
wish to be on firm ground when psychotherapy is 
embarked upon. Not one of us can boast of entire 
freedom from error, and Freud himself has admitted 
that some persons have become so hardened in the 
course of mental development that analysis is un- 
fruitful. It is my belief that this hardening process 
is not solely due to the sheer complexity of mental 
development, to the impasse for example in which 
the Ego finds itself in fighting a threefold battle. It 
is also due to some constitutional factors which are 
not clear to us, and which will be understood only 
if we take up an unprejudiced view of the work of 
the students of constitution. 

Alongside the study of constitutional peculiarities 
and handicaps will come the study of the specific 
organic defects which from time to time influence 
the mental life, particularly on the emotional side. 
The aberrant stimuli which are from time to time 
sent up to disturb the normal functioning of the 
somatic mind may well be the fixation-points in 
many hysterical and hypochondriacal states. While 
we must give Adler due praise for his illumination of 
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the “ body jargon,” there seems insufficient warrant for 
supposing that inferiority has its roots in this soil. 
Rather we should regard these defects as grounds 
for alarm when the patient is faced with an impasse 
and seeks a somatic refuge, and an injury that his 
self-love can nurse. Many of these defects are occult 
and never rise to consciousness. But, as Freud 
remarks, they appear in the Narcissistic state of sleep 
and the dream content reveals their presence. He 
even goes so far as to suggest that incipient physical 
disease may thereby be disclosed. In this way 
psychopathology may come to the aid of general 
medicine. In fact one might go further and state 
that such a discovery in analysis of dreams may help 
us to realise organic damage which has led to a 
nervous breakdown by a regression to Narcissistic 
defence in the face of some hidden somatic danger. 


The Psychological Environment 


One of the major causes for discontent in modern 
psychopathology has been the contention that 
analyses do not take sufficient measure of the effects 
of environmental forces in precipitating and main- 
taining neurotic illness. The relative importance of 
gross environmental facts has been accentuated by 
child-guidance work and in all psychiatric practices 
which have enlisted the aid of social workers. It 
has been said that our social order has been largely 
responsible for neurotic illness. Economic insecurity, 
and discontent born of a sense of injustice in the face 
of gross inequalities in opportunity and goods, have 
been made responsible for anomalies of behaviour. 

In our own social system the social approach to 
neurosis must at the best be piecemeal. Alleviating 
local stresses, particularly in child life, has done not 
a little to remove feelings of insecurity and there- 
fore the need for regression to infantile forms of 
behaviour. But child-guidance work has illustrated 
how selectively this process works. One knows how 
readily children react to the moves of the group to 
which they belong. It has been found the children 
become delinquent on entering a shady neighbour- 
hood or when attracted to a loosely knit gang which 
develops a moral code of its own. But one has been 
struck by the character of the individuals who 
compose these localities and these gangs. Leaders 
and followers sense one another’s endowments fairly 
readily, and while social forces and economic incen- 
tives are at work, it is not difficult to see the psychical 
forces which act magnetically to bring individuals 
together and to repel others. Watching children 
at play in a playground is to study a small society 
in the making. Leaders appear, followers aggregate, 
demagogues cajole, and tyrants coerce. Wethers 
are driven off and scapegoats are persecuted. The 
social forces are almost entirely psychological, and 
after a little practice in observation the neurotics 
and the delinquents can be diagnosed. The same 
is true of the study of the family as a group. Social 
workers bring back from time to time illuminating 
manuscripts of the personalities of families to which 
young patients belong. When one studies these 
documents however one is struck more by the import- 
ance of the individual psychological factors than by 
the admittedly real social and economical factors. 
One can accept that the neurotic frequently shows a 
limited power of social acquiescence and breaks down 
because he cannot sacrifice himself to the family or 
the group. There are others who, extrovert in 
character, express their neurosis in and through the 
social setting. This surely goes to show that only 
by understanding individual motives can we hope to 
alleviate neurotic suffering and reduce delinquent 


behaviour in our form of society. It is my belief 
however that many precipitating causes of disorder 
will be removed with a change in social forms, and 
perhaps in the course of time deep psychological 
trends will be modified, particularly with the removal 
of tensions which tug at the sexual life, at least from 
adolescence onwards. 

The major causes for discontent in psychopathology 
lie therefore in the field of neurological and psycho- 
logical interpretation, in the complexity of psycho- 
logical theories which have wandered unnecessarily 
from biological principles, and lastly in erroneous 
social interpretations. Classification of these major 
issues will incidentally clear up many subsidiary 
matters and allow us to progress in psychopathology, 
having shed by the way unnecessary burdens in 
the form of superfluous concepts and destroyed 
misleading social signposts. 





THE TREATMENT OF 
MINOR MALADIES OF THE FOOT* 


By A. S. BLunpELL BaNnKart, M.Chir. Camb., 
F.R.C.S. Eng. 


ORTHOPZZDIC SURGEON TO THE MIDDLESEX HOSPITAL, AND 
SURGEON TO THE ROYAL NATIONAL ORTHOPASDIC 
HOSPITAL, LONDON 


PEOPLE laugh at corns and toothache, when they 
have not got them. But I know what it is to have 
toothache, and many a time have I seen all the joy 
and happiness taken out of a young person’s life by 
a painful corn upon a little toe. This exquisitely 
tender triviality has made walking an agony, dancing 
a torture, and even life itself seem a misery, until 
relief was brought by amputation. We should not 
despise or neglect the so-called minor maladies of 
man, for in the aggregate they are probably respon- 
sible for almost as much suffering and disablement 
as all the big things of surgery put together—and, 
of course, they make up the bulk of every general 
practice. 

“* FLAT-FOOT ” 


The foot is surely the most ill-treated part of the 
human body. Intended by Nature to be an active 
member with which, and not merely upon which, 
man shall stand and walk and run, it is provided 
with many joints which combine to give it a wide 
range of movement, and it is furnished with powerful 
muscles whose function is not merely to move the 
foot, but above all to control its attitude or posture 
in all circumstances. 

By virtue of its great mobility the natural unspoiled 
foot is completely flattened, when weight is put 
upon it with the muscles relaxed, and it is bent into 
a curve—or, if you must have it, an arch—when its 
powerful muscles are in action. These extremes of 
natural movement are seen in the feet of all primitive 
races who have never worn boots or shoes; they are 
seen also in the feet of professional dancers, who 
almost alone among civilised people have preserved 
the natural mobility of their feet ; and they are seen 
in the feet of normal little children who are beginning 
to walk. It is evident therefore that a flat-foot is 
not in itself a deformity, nor a malady, nor indeed 
any disability whatever, for it is the natural attitude 
of the foot in relaxation. Nor can the so-called arch 
of the foot be a normal anatomical structure ; for, if 


* A paper read in opening a discussion at the Medical Society of 
London on Jan. 28th, 





250 THE LANCET] 


MR. BLUNDELL BANKART: MINOR MALADIES OF THE FOOT 





it were, the foot could not assume its natural attitude 
of relaxation. The arched or curved condition of 
the sole of the foot is an attitude or posture deter- 
mined by muscular action, and maintained only so 
long as the muscles are in action. When the muscles 
relax, the natural state of the foot, as we have seen, 
is flat. 

I have dwelt upon these elementary facts, because 
they are fundamental to the understanding of nearly 
all the minor maladies of the feet. Why is it that 
by far the longest chapter in orthopedic surgery 
treatisesis concerned with that hypothetical deformity 
called ‘* flat-foot ” ? 

One of the penalties of civilisation is that from 
early childhood onwards the foot is encased in a stiff 
covering of leather, which we call a boot or shoe— 
with the result that all its movements are greatly 
restricted. The inevitable consequence of this long- 
continued restriction of movement is that in time 
the actual range of movement in every direction 
becomes diminished, so that the foot comes per- 
manently to occupy an intermediate position from 
which it can rise or fall to a moderate extent, but 
never again to the full extent as in the natural supple 
foot. So now we know what the so-called normal 
arch of the foot really is—this arch which anatomists 
for centuries have taught is the normal condition, 
which orthopedic surgeons for generations have been 
at such pains to preserve, and which vendors of 
innumerable “‘ arch-supports”’ have exploited with 
so much profit. It is a contracture deformity almost 
universally acquired by civilised people as the result 
of cramping their feet in boots and shoes. 

Do not think that I am going to preach dress 
reform, to condemn boots and shoes, or to urge a 
return to nudism. I know that civilised people must 
wear boots and shoes, and that most people find 
reasonable comfort in them. But I do think that 
we should face the facts of civilisation, and try to 
realise their bearing on conditions which we have to 
treat. Do you think that you could tie up a monkey’s 
feet for 20 years and expect it to climb trees as well 
as if it had not been interfered with ? 

And now we are in a position to understand the 
commonest malady of the foot—namely, foot-strain— 
a term which I use because I know of none better to 
describe it. People do not suffer from flat-foot, but 
from inability to flatten their feet. With few excep- 
tions, the completely flat-foot is painless—because 
it meets with no resistance and there cannot be 
strain without resistance. But, when a foot has 
acquired a contracture or an arch, it can flatten or 
yield only so far as its restricted mobility will allow, 
and then it meets with resistance. Flattening of a 
foot against resistance means that a strain is put 
upon the soft parts which resist, and that is the 
commonest cause of pain in the foot. The pain is 
felt particularly in the region of the astragalo- 
scaphoid joint and often below and in front of the 
external malleolus, and up the leg. The flattening 
is brought about by failure of the muscles to maintain 
the foot in an attitude or posture above the minimum 
height of the contracture deformity, and the 
commonest cause of this failure is exhaustion of the 
postural reflex by prolonged standing, over-use of the 
foot, or general debility. 

It is but a short step from this condition of postural 
foot-strain to that of traumatic foot-strain ; indeed, 
the two conditions are often closely associated. 
Everyone knows that a sprain may be followed by 
stiffness or limitation of movement due to fibrosis 
or, as it is sometimes called, ‘ adhesions” in and 
around the sprained ligaments. This is another 
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exceedingly common cause of painful foot. Certain 
movements are limited by adhesions; adhesions 
are painful when they are stretched; stretching 
occurs frequently during weight-bearing or other 
use of the foot ; and curiously enough the condition 
is often called traumatic flat-foot, although the 
foot is anything but flat. 

I have taken these two common types of foot-strain 
together, because their treatment is essentially the 
same and the question now arises, what should that 
treatment be ? 

The almost universal conception of the arch of the 
foot as a normal anatomical structure has led to the 
obvious conclusion that it must be supported when 
it gives way. The medical profession perhaps were 
first responsible for this fallacy, but it has now become 
popular and even commercialised, so that so-called 
arch-supports are bought and sold with the same 
freedom and irresponsibility as are purgative pills 
and cough mixtures. I need hardly say that the 
treatment of foot-strain or so-called flat-foot by 
arch-supports has proved a miserable failure. The 
middle of the sole of the foot was never intended 
for weight-bearing in this manner. A rigid support 
under the sole of the foot is not only extremely 
irksome, but it destroys the last remnant of spring 
and elasticity in the foot and it converts the foot 
into a rigid system upon which the patient stumps 
along in obvious discomfort. Thousands of patients 
have fled from this treatment to unqualified practi- 
tioners who have cured them, albeit empirically. 
I repeat that people do not suffer from flat-foot, 
but from inability to flatten their feet. The rational 
treatment is to enable them to flatten their feet— 
or in other words, to restore their mobility—so that 
they can yield without coming up against resistance 
which is the cause of foot-strain. When this is done 
and the pain is relieved, the muscles can be taught 
to do their work, or, as we now say, re-educated. 
Forcible manipulation followed by massage and 
exercises cures the vast majority of these cases, 
whether they are postural or traumatic in origin, 
and I will only add that, when I say forcible manipula- 
tion, I mean it. The proper manipulation of an adult 
foot often requires all the strength that a man can 
put into it. 

HALLUX VALGUS 

Next to foot-strain, the commonest minor malady 
of the foot is hallux valgus, or outward deviation 
of the great toe. I will not discuss its pathology, 
for we are concerned only with treatment now. 
It is evident that as soon as deviation of the toe has 
occurred, the head of the first metatarsal bone becomes 
the most prominent part of the inner border of the 
foot, and no boot or shoe that was ever designed 
or that anyone would wear will avoid pressure upon 
it. Constant friction and pressure are the cause of 
the enlargement of the inner side of the metatarsal 
head, the formation of the adventitious bursa or 
bunion over it, and the frequent attacks of inflamma- 
tion. Nothing but surgical intervention can alter 
such permanent conditions, so that the patient must 
either endure his bunions with such inadequate 
protection as he can devise, or he must submit to 
operation. 

At one time a very common method of treatment 
was to remove the bursa and the prominent bone 
on the inner side of the head of the metatarsal, and, 
after dividing the ligaments on the outer side of the 
joint, to straighten the toe by force. But this 
method has been almost universally abandoned 
because of the tendency for the deformity to recur 
in spite of prolonged and assiduous after-treatment. 
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The alternative treatment is excision of the head of the 
first metatarsal, which has stood the test of time and 
is unquestionably in my opinion the best treatment. 
This operation has been objected to on the ground 
that it removes one of the chief points of support 
of the arch of the foot. But I have already said 
what I think of the arch of the foot, and that objection 
does not appeal to me. However, I admit that the 
head of the first metatarsal has to bear the weight 
of the body, and it is the great “take off ’’ point of 
the foot in walking. Nevertheless, we know by 
experience that the new head or stump of the 
metatarsal can quite well accommodate itself to this 
function, and the results of this operation, if it is neatly 
and efficiently done, are far superior to those of any 
others that 1 have seen performed for hallux valgus. 


HALLUX RIGIDUS 

In passing I may add that this is the only effective 
treatment for the less common but even more disabling 
condition known as hallux rigidus. This is usually 
a traumatic osteo-arthritis of the first metatarso- 
phalangeal joint. Owing to the distortion of the 
joint surfaces and the formation of osteophytes, 
dorsiflexion of the great toe is limited, if not abolished, 
and it is intolerably painful, if it is foreed. But the 
one thing which the great toe has to do in walking is 
to dorsiflex and get out of the way at each step. 
Hallux rigidus, therefore, makes normal walking 
quite impossible, and as there is no way of dodging 
this disability, operation is clearly indicated and 
rarely declined. 


ANTERIOR METATARSALGIA 


Next, I would like to say something about anterior 
metatarsalgia or pain in the forepart of the foot. 
There are two distinct types of anterior metatarsalgia 
—the diffuse and the localised. 

Diffuse anterior metatarsalgia is always associated 
with a contracted foot or some degree of pes cavus. 
The foot forms an arch which does not yield when 
pressure is put upon it, so that all the weight of the 
body is concentrated upon two points, the heel and 
the heads of the metatarsal bones. Excessive 
pressure upon the ball of the foot and the con- 
tinual hammering of this particular part upon the 
ground are responsible for the diffuse pain and 
tenderness beneath the heads of the metatarsals, 
to say nothing of the broad flat callosities which 
so often add to the patient’s discomfort. With regard 
to the treatment of this condition, | will only say that 
when the patient has exhausted every effort to avoid 
excessive pressure on the forepart of his foot, when 
he has tried without success every form of shoe, 
arch-support, pad, and metatarsal bar, it only remains 
to straighten out his foot by operation, so that he 
can distribute his body-weight upon it. 

Localised anterior metatarsalgia is quite a different 
condition, and it is perhaps of more general interest, 
because there has been some discussion about its 
cause. The pain here is not diffuse, but definitely 
localised to one or sometimes two of the three 
middle metatarso-phalangeal joints. The most common 
localisation is in the fourth, when the condition 
is sometimes called Morton’s disease. 

The cause of this condition is quite simple. For 
many years I have taught my students that, if a 
patient complains of pain in one or other of the 
outer metatarso-phalangeal joints, one has only 
to pick up his shoe to see by the marking on the sole 
that he is not walking on the great toe-joint. This 
little demonstration hardly ever fails, and it certainly 
carries conviction. 
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The first metatarso-phalangeal joint is a massive 
structure, the bones entering into it are stout and 
sturdy, the head of the first metatarsal is large, and 
there are two extra bones, the sesamoids, beneath it. 
It is obviously constructed to bear the weight of the 
body, and it is in fact the great weight-bearing part 
of the foot. On the other hand, the outer metatarsal 
bones are thin and slender, they have narrow necks 
and small heads, and they are obviously not con- 
structed to bear the whole weight of the body. 
Anterior metatarsalgia is simply due to bearing 
weight on a part of the foot which was never intended 
to bear it. Whether this gives rise to a traumatic 
arthritis, as I think probable, or to traumatic neuritis 
from actually treading on the plantar digital nerves, 
as is possible, or both, seems to me to be an academic 
question. The really important point is that until 
the patient is forced to bear his weight on the- first 
metatarso-phalangeal joint, he will not get rid of his 
anterior metatarsalgia. 

There are many reasons why a patient may avoid 
walking on his great toe-joint. To begin with, the 
joint may be painful, as in many cases of hallux 
valgus and hallux rigidus; or the foot may be stiff 
and contracted, so that the toes are clawed and the 
heads of the middle metatarsals are thrust down into 
the sole. Narrow shoes frequently push up the big 
toe-joints and prevent them from coming properly 
to the ground. Many of the rubber soles now in 
common use are thickest in the centre and they do 
not reach quite to the edges of the shoe, so that the 
point of the sole which first reaches the ground and 
upon which the greatest pressure is borne is in the 
middle beneath the heads of the middle metatarsals. 
Lastly, many patients with foot-strain quite 
unconsciously throw their weight on to the outer 
sides of their feet, in order to avoid strain falling 
on the inner sides. 

It will therefore be seen that the treatment of 
anterior metatarsalgia is primarily the treatment or 
correction of these conditions which give rise to it, 
and, when that is done, the patient must be taught 
to walk properly, bearing his weight on the great toe- 
joint. In stiff feet and in cases of foot-strain, 
manipulation is indicated, and in many cases a varus 
wedge is put on the shoe to throw the body-weight 
inwards. 

Anterior metatarsalgia is sometimes, but not always, 
cured by excision of the appropriate metatarsal head. 
If the head of the bone is not there, the patient 
cannot walk upon it, and he may be induced to bear 
his weight on the great toe-joint instead. Unfor- 
tunately, he sometimes throws his weight on to another 
of the smaller joints, and that in turn becomes 
painful. 

I have said nothing about dropping of the anterior 
or metatarsal arch of the foot, because I do not 
know what it is. I know that when one stands, the 
heads of all the metatarsal bones are in a row upon the 
ground—a fact one can easily confirm by looking 
at one’s own foot. It is true that in some badly 
contracted feet the inner and outer borders become 
drawn up, so that the heads of the metatarsal bones 
form a curve convex downwards. But that is not 
dropping of the metatarsal arch. You cannot have 
dropping of an arch which does not exist. 


HAMMER-TOE 
A hammer-toe should be straightened by excision 
of the affected interphalangeal joint. The joint 
is opened by a transverse oval incision which 
incidentally removes the corn which is usually present 
on the dorsum. The greater part of the head of the 
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proximal phalanx and the articular cartilage on the 
base of the adjoining phalanx are removed, so that 
the toe can be straightened without tension. It is 
then kept straight until ankylosis has occurred. I 
have seen no particular advantage in trying to impact 
the end of one bone into the other—the so-called 
** spike ” operation. 

It is rarely justifiable to amputate a hammer-toe. 
Amputation of the second toe particularly is liable 
to give rise to an intractable hallux valgus which is 
very difficult to deal with. 

A contracted little toe (fifth toe) is in a different 
category. The little toe is often more than contracted, 
it is actually misplaced, and it can be straightened 
only by a plastic operation on the soft parts. Such 
operations however are generally unsatisfactory, 
because it is not possible to avoid pressure of the 
shoe upon this toe, and I have already mentioned 
how painful this condition with its accompanying 
corn may be. The toe should therefore be amputated 
forthwith, if the patient will consent. Amputation 
of the little toe causes no disability. The only 
objection to the operation is the appearance of the 
foot afterwards. But most patients will accept 
this for the sake of the immediate and certain relief 
of pain. 





PULMONARY TUBERCULOSIS DUE TO 
THE BOVINE TYPE TUBERCLE 
BACILLUS 
A CASE REPORT WITH AUTOPSY FINDINGS 


By W. T. Munro, M.D., F.R.C.P. Edin. 
MEDICAL SUPERINTENDENT OF FIFE AND KINROSS (GLENLOMOND ) 
SANATORIUM ; AND 
GILBERT WALKER, M.B., M.R.C.P. Edin. 


LATE ASSISTANT MEDICAL OFFICER AT THE SANATORIUM 


IN recent years various observations have been 
made on the type of tubercle bacillus found in the 
sputum from cases of pulmonary tuberculosis. 
Investigation has gone on from the time Koch made 
the announcement in London in 1901 that the bovine 
type of bacillus did not produce serious disease 
in the human subject and that special precautions 
need not be taken against it. It is true that at the 
Washington congress in 1908 Koch withdrew from 
this extreme position, but he maintained that no 
satisfactory proof that the bovine type could produce 
pulmonary tuberculosis had ever been furnished. 

Dr. A. Stanley Griffith, working for the British 
Royal Commission, was the first to demonstrate 
that the bovine type bacillus could produce pulmonary 
tuberculosis, and he published an account of three 
eases in 1914.1 One further case was noted in 
Edinburgh in 1916.2 From 1922 to date, over 700 
specimens of sputum have been examined at Glen- 
lomond Sanatorium and 31 have been found to be 
bovine type. Dr. Griffith has continued his observa- 
tions on types found in sputum, and various contribu- 
tions have been made by him and one of us (W. T. M.) 
from time to time.* Dr. Griffith has examined 
sputa from two other Scottish sanatoria—namely, 
East Fortune and Lochmaben. The former serves 
the south-eastern and the latter the south-western 
counties. From each of these sanatoria cases of 
pulmonary tuberculosis due to the bovine type 
tubercle bacillus have been found, and Dr. Griffith 
gives us his figures to Jan. 31st, 1934 :— 

Lochmaben Sanatorium.. 111) cases, 6 are bovine 

East Fortune Sanatoriwn 158) of which | 
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At the same time we have examined 58 specimens of 
sputum from Ayr County Sanatorium and have found 
two patients with pulmonary tuberculosis who cough 
up bovine type tubercle bacilli. So far in Scotland 
over 4 per cent. of cases of pulmonary tuberculosis 
are found to have disease caused by the bovine type 
bacillus. Dr. Griffith has continued to examine 
sputa from Papworth Sanatorium, Cambridge, and has 
found, out of 458 examined, 2 patients whose disease 
can be ascribed to the bovine type bacillus. Dr. 
Cumming,‘ working at Bradford City Sanatorium, 
Yorkshire, has found from a total of 1385 examined, 
32 who cough up bovine type bacilli and lastly, 
Prof. Bruno Lange * reports from the Koch Institute, 
Berlin, that, from 75 patients who are milkers or are 
in other ways in charge of cattle, he finds 11 with 
bovine type tubercle bacilli in the sputum. 

While the various observers can show that the 
organism is in all cases bovine in type, there remain 
many questions to be answered. The purpose of 
this communication is not to enter into the questions 
which the recognition of these cases raises, but to 
record in detail the autopsy findings in one case, and 
in this case because of the widespread distribution 
of the lesions. In a previous post-mortem examina- 
tion of a young woman of 19 years,* lesions were 
found in the lungs (with cavitation), in the larynx, 
and in the intestines secondary to the pulmonary 
disease. The spleen and kidneys also showed tuber- 
culous disease and a gland from the cervical region 
gave bovine type tubercle bacilli. Bovine type 
bacilli were also recovered from the urine. Such a 
distribution showed a virulence and generalisation 
not unlike that found in the rabbit when it is 
inoculated with a bovine strain. 

There appears to be a fairly common belief that 
organisms of the bovine type are not so virulent to 
man as is the human type of bacillus. Possibly 
this view rests on the fact that patients often recover 
from early glandular disease due to the bovine type— 
and we must remember that Koch had maintained 
that the bovine type did not produce serious disease 
in the human subject. A few years ago one of 
us (W. T. M.) expressed a somewhat similar view. 
He was led to that conclusion because at that 
time most of the bovine type pulmonary cases 
investigated by him showed more a proliferative 
disease than excavation. But a more extended 
observation has led to the belief that the bovine 
type pulmonary cases fall into two distinct groups, 
not differing from what is seen in the ordinary human 
type case. 

If the bovine type bacillus has previously caused 
considerable lesions in glands or bone, and these 
have healed or do not show active disease, then the 
pulmonary disease created by the same bacillus is 
apt to be more proliferative and more fibrotic, and to 
show marked pleural involvement causing adhesions. 
In none of such cases has an artificial pneumothorax 
been possible. The patients tend to become gradually 
afebrile, and lose their bacilli, which are never 
numerous, and in fact are able to return to their 
ordinary work. But in our later cases we unfortun- 
ately had more experience of the other type. If 
the history of tuberculous disease is recent, the 
spread seems to be rapid throughout the lungs. 
Evidence of breaking-down occurs quickly, tubercle 
bacilli are numerous in the sputum, and from the 
date of first appearance of pulmonary disease to the 
end there may be only the matter of a few months. 
Our experience is that once visceral disease, as distinct 
from glandular disease, is established by the bovine 
type it is so liable to appear elsewhere and so liable 
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to produce multiple lesions that one must ever 
regard it as a serious menace. 


CASE REPORT 

The case described below is one wherein the 
progressive nature of the disease, tuberculosis, is 
well portrayed. It shows the relentless spread of 
the bovine type bacillus, and while this was less rapid 
than in some other cases, it shows much generalisation. 


The patient, a girl aged 11, was born in the county of 
Fife. No family history of tuberculosis. She was breast- 
fed for three or four months and was then brought up on 
Nestlé’s condensed milk and oat-flour until the age of 
13 months. Sub- 
sequently she was 
given cow’s milk 
unboiled. 

Enlarged 
glands were first 
noticed in the neck 
when she was 20 
months old. She 
was admitted to 
Glenlomond 
Sanatorium in 
September, 1928, 
when she was 7 
years old. Four 
months pre- 
viously enlarged 
glands had been 
excised from the 
right side of the 
neck in the Royal 
Infirmary, Perth, 
and the incision 
was not quite 
healed. Many 
small glands could 
be felt on both 
sides of the neck, 
and on palpating 
the abdomen 
enlarged glands 
could be felt in 
the right iliac fossa. There were numerous enlarged 
venules over the chest, but no active lesion was found 
in the lungs. Both eyes showed corneal nebule. The 
child had slight systemic disturbance and the state of 
nutrition was poor. The fecal fat content was 28 per 
cent. of the dried feces, and no T.B. were found in the 
feces. The reaction to unguentum tuberculin was poor. 
The child did not respond well to treatment, and the 
mother took her home in June, 1930, as she was not 
satisfied with the progress. 

She was readmitted in October, 1932. She was then 
thin and ill (temperature 100° F., pulse-rate 110), and 
showed softened glands on both sides of the neck, and 
evidence of intestinal ulceration. There was also now 
extensive disease of the lungs, more on the right side, 
the right upper lobe showing cavity formation, and on 
the left there was a root spread type of disease. The 
sputum showed T.B. present in fair numbers. Urine 
showed no T.B. on examination, but a guinea-pig inocu- 
lated with the deposit from the urine showed tuberculous 
disease. Cultures of tubercle bacilli were obtained directly 
from sputum on four occasions, twice in November and 
twice in December, 1932. All the strains were dysgonic 
and highly virulent for the rabbit. Two strains were 
isolated at Glenlomond, and two by Dr. A. Stanley 
Griffith, Cambridge. A culture was also obtained from a 
cervical gland sent to Dr. Griffith. Dr. Griffith also 
examined a growth from the urine through the guinea-pig. 
{The latter growth was obtained in the course of an 
investigation into the question of tuberculous bacilluria, 
the urine being sent to the bacteriological department of 
the University of Edinburgh. Dr. Griffith reported on 
this strain that it was bovine, not knowing at the time 
that he had the organism from sputum.) 

The clinical course in this patient was one of steady 
deterioration. Cavitation was noted on the left side, the 


FIG. 1.—Note enlarged glands reaching 


down to right lung, and into the 
thorax along the internal mammary 
artery. 
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voice became affected, and she died in May, 1933. Since 
few opportunities for post-mortem examination can have 
been offered wherein the subject was known to cough up 
bovine type T.B. during life, we asked Dr. F. M. Milne, 
pathologist to the Royal Infirmary, Dundee, to make the 
examination. This Dr. Milne did, and the thoracic 
contents and certain abdominal viscera were sent to the 
department of pathology of University College, Dundee, 
for further examination. 

The kidneys and bladder were retained for investigation 
by Mr. David Band, F.R.C.S., who is investigating in 
Edinburgh the question of tuberculous bacilluria, and 
had already examined those patients who were found at 
Glenlomond to be passing T.B. in the urine. 

The following 
reports from 
Prof. D. F. Cap- 
pell, of Dundee, 
and Mr. Band 
describe the 
pathological fea- 
tures of the case. 


POST-MORTEM 
FINDINGS 

Thorucic con- 
tents, d&c.—Both 
lungs show exten- 
sive tuberculous 
disease with 
excavation and 
there is wide- 
spread _ tubercu- 
losis of the 
thoracic and 
cervical glands 
(see Figs. 1 and 2). 
The right pleura 
is completely 
obliterated, but 
the left shows 
only slight recent 
apical pleurisy. In 
the right lung the 
greater part of the 
upper lobe is 
excavated as in chronic pulmonary tuberculosis, with 
large cavities which present relatively smooth walls 
crossed by dense fibrous bands. The overlying pleura 
is thickened and densely adherent to the chest wall. The 
middle lobe is also extensively consolidated by tuberculous 
broncho-pneumonia, and excavation is well advanced. 
The lower lobe likewise shows tuberculous broncho- 
pneumonia with much excavation. The glands in the 
hilum are uniformly enlarged and caseous but not calcified. 
In the left lung there is widespread tuberculous broncho- 
pneumonia throughout the upper lobe, with early excava- 
tion, especially in the apex. The lower lobe shows only 
scattered tubercles. The hilum glands are much enlarged 
and caseous, both upper and lower groups being involved, 
but there is no obvious calcification. 

The mediastinal glands, especially those along the right 
side of the trachea, are enlarged, caseous, and partly 
calcified ; these lesions appear older than those in the hilum 
of the right lung. The lymph glands in both sides of 
the neck are extensively involved by caseous tuberculosis, 
the glands of the right side being more severely damaged 
than those on the left, and the upper group less involved 
than the lower groups. 

Stomach, pancreas, and glands.—No evidence of tuber- 
culous ulceration is found in the stomach or duodenum. 
The lymphatic glands around the head of the pancreas 
and surrounding the mesenteric vessels are much enlarged, 
some measuring 3 cm. in diameter, and all are extensively 
replaced by caseous tuberculosis. The pancreatico- 
splenic group of glands are similarly involved, and some 
show carbon pigmentation in addition to the caseation. 
The greatly enlarged caseous glands are surrounded by a 
rather fine fibrous capsule, and the individual glands 
are discrete. There is practically no matting, and the 
intervening fibrous tissue shows little thickening, the 
tuberculous disease being confined to the glands with no 


FIG. 2.—Section of lung. Note enlarged 
cervical glands reaching to the apex 
of the right lung, and the thickened 

leura. Note also spread into left 
ower lobe from a roof gland. 
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evidence of spread into the interstitial tissue of the 
pancreas. 

Mesentery, ileum, cecum, and ascending colon.—The 
mesentery is thin and poor in fatty tissue; it shows no 
evidence of tuberculous peritonitis. The glands in the 
mesentery are greatly enlarged, especially the paracolic 
and ileocolic groups, and also the lower and middle sets of 
mesenteric glands proper. As elsewhere in the abdomen, 
the lymphatic tissue is almost completely replaced by 
caseous change, but the lesions are confined to the glands 
and do not involve adjacent cellular tissue. 

In the ileum numerous typical tuberculous ulcers are 
seen spreading transversely round the wall of the gut; 
these present the usual ulcerated surface with undermined 
edges, and they show little evidence of fibrosis, so that no 
stenosis of the lumen has developed in the portion sub- 
mitted. Towards the ileocecal valve the Peyer’s patches 
and solitary follicles are universally affected, and there is 
some distortion of the lumen and ileocecal valve itself. 
In the caput cecum coli numerous shallow lenticular 
ulcers are seen, resulting from infection of the lymph 
follicles ; these are confined to the cecum and ascending 
colon in its first part and are absent from the distal part 
of the colon. 

MICROSCOPICAL EXAMINATION 


Portions from each of the specimens were examined 
histologically. 

The cervical glands are much destroyed by caseous 
tuberculosis, the lesions being surrounded by a thin zone 
of endothelioid cells and a well-formed but thin fibrous 
capsule, outside of which scanty tubercles are found, 
composed of endothelioid cells and occasional giant cells. 

Abdominal glands.—Portions from both upper and lower 
groups were examined and show similar appearances. 
There is complete caseous replacement of the lymphoid 
tissue in most places, with a thin fibrous capsule. In one 
or two of the lower paracolic glands the destruction is 
less extensive and surviving lymphoid tissue is found with 
numerous discrete tubercles composed of endothelioid 
cells and giant cells, but with little caseation. 

Right lung.—The lesions are chiefly of the nature of 
tuberculous broncho-pneumonia, but in the upper lobe 
excavation is so extensive that the mode of origin and 
spread of this lesion is not apparent. This is clearly the 
oldest lesion in the lungs, and shows the greatest degree of 
fibrosis. In the middle and lower lobes the lesion is an 
active caseous tuberculous broncho-pneumonia with only 
slight fibrous encapsulation, the foci being walled off 
chiefly by endothelioid cells and lymphocytes, with a 
moderate number of giant cells. Between the lesions the 
air vesicles show little catarrh or gelatinous pneumonia, 
indicating considerable success in the encapsulation of 
the lesions. 

Left lung.—The lesions are here frankly broncho-pneu- 
monic with extensive caseation, and are surrounded by 
endothelioid cells and giant cel's with little fibrosis. The 
appearances are similar to those in the middle and lower 
lobes of the right lung. In both lungs there is some 
thickening of the interlobular fibrous septa, and in places 
vascular granulation tissue is present. 

Kidneys.—Mr. Band reports that some 2800 serial 
sections were cut from each kidney. Of these sections 
every fiftieth was mounted, stained, and examined micro- 
scopically. In the left kidney giant-celled systems were 
found in several serial sections taken from the middle of 
the kidney—i.e., sections 800 to 1200. In the right 
kidney to date only one giant-cell system has been found, 
but only a few of the serial sections from that kidney 
have been examined. In addition, both show cloudy 
swelling and an inflammatory reaction in the cortical 
zone. The medulla of both kidneys is surprisingly healthy. 
In other words there is a certain amount of acute 
parenchymatous nephritis present. 

This finding is in agreement with that of Medlar * 
that T.B. are not passed in the urine unless a definite 
focus is present in the kidney. 

DISCUSSION 

The significant facts of the case are: (a) the wide- 
spread distribution of the lesions; (b) the steadily 
progressive nature of the disease; and (c) the extent 
of cavitation, all caused by the bovine type tubercle 


bacillus. It is difficult from a post-mortem examina- 
tion to determine the paths of spread of the disease. 
The most grossly affected gland is not necessarily 
a clue to the portal of entry. It seems to us that 
much too rigid a division into respiratory and 
alimentary portals of entry in the case of pulmonary 
tuberculosis has been made. The truth appears to 
be that the bacillus can enter through any mucous 
membrane and leave no trace of its entry. Once 
invasion has occurred the nearest lymphatic glands 
are found to be affected, and in this case there was a 
history of enlarged cervical glands at two years of 
age, while at seven years enlarged cervical glands were 
excised. Looking now at the section of the lung, 
and noting the marked thickening of the pleura on 
the right side, especially over the upper lobe.and also 
the involved cervical glands, the lowest of which are 
contiguous with the apical pleura, one is tempted to 
infer that the spread to lung has been a descending 
lymphatic one. The excavation in the right upper 
lobe is undoubtedly the oldest pulmonary lesion, and 
we note that the lesions in the hilar glands seem to 
be more recent than the lesions in the upper media- 
stinal glands. Again, the condition in the left lung 
seems to suggest that the oldest lesion is just under 
the pleura where there has been an adherent apical 
cap. The spread to lung in the upper lobes would 
seem to be lymphatic, and to be a contiguous spread 
by lymphatic channels through the pleura to the 
adjacent lung. In the left lung the spread into the 
lower lobe is suggestive of spread by contiguity 
from an enlarged tracheo-bronchial gland, and this 
is a recent lesion. The same thing is present in the 
right lower lobe, but there it is not so evident. 


CULTURES AND VIRULENCE TESTS 


1. Glenlomond.—Culture from sputum, November, 
1932. This was a moist, dysgonic growth. 


On Nov. 10th, 1932, a rabbit weighing 2200 g. was 
inoculated intravenously with 0-01 mg. of this culture. 
It was found dead on Dec. 26th, when it weighed 1800 g. 
The axillary and inguinal lymphatic glands were enlarged 
and showing caseation; the lungs showed solid tuber- 
culisation ; the liver was grey with tubercles ; the spleen 
was enlarged and showing numerous tubercles; and the 
kidneys also showed many tubercles. Result : progressive 
generalised tuberculosis. Organism: bovine type of full 
virulence. 


2. Cambridge.—Dr. Griffith sends his findings on 
the virulence of the various strains. 


He inoculated rabbits subcutaneously with less than 
5 mg. in the case of the first four, and about 10 mg. in the 
case of the fifth. The strains used were : (1) Glenlomond 
strain from sputum ; (2 and 3) first and second strains 
isolated at Cambridge from sputum; (4) strain from 
cervical gland; and (5) strain from urine. The results 
were as follows :-— 

Rabbit Died in 

ws .. 38 days) 
a as io “a “a 2 
we a+ ee. he 


General miliary T.B. 


General T.B. Lungs 
massive and caseous. 

General T.B. Large 
pronounced nodules 
in kidneys. 

General miliary T.B. 
Severe in lungs. 

doubt about the 


Sse oa. a 


yr « 


Dr. Griffith adds: ‘‘ There was no 
virulence of any of the strains.” 


It is desired to record our thanks to Dr. F. M. 
Milne, Prof. D. F. Cappell, Dr. A. Stanley Griffith, 
and Mr. D. Band, to each of whom we are indebted 
for much help and interest. 


(References at foot of opposite page) 





THE LANCET! 


ON THE 
MEASUREMENT OF RADIUM DOSAGE* 


By H. S. Sourrar, C.B.E., M.Ch. Oxon., 
F.R.C.S. Eng. 


SURGEON TO THE LONDON HOSPITAL 


Ir will be generally admitted that in the treatment 
of carcinoma of the buccal cavity, whether in the 
tongue, the palate, the tonsils, or on the alveolus, of 
carcinoma of the pharynx, and of carcinoma of the 
skin, radium therapy is the method of choice. The 
results are so far superior to those of classical surgery 
that this has. been almost entirely displaced, and 
formidable operations have been replaced by the 
insertion of needles or the application of a mould. 
And yet, in spite of some brilliant achievements, we 
are only too familiar with the cases which have failed, 
or where an early success has been followed by rapid 
recurrence. For this there may be many reasons, the 
growth itself may not be radiosensitive, or the patient 
may for some other reason fail to respond, but we are 
convinced that the principal cause of failure is one 
which, in theory at least, is under our own control— 
namely, an error in dosage. 

The successful use of radium in the treatment of 
eancer depends more upon accurate dosage than upon 
any other factor. Deficiency inevitably means recur- 
rence, while excess will destroy the normal tissue and 
may leave the unfortunate patient in worse case than 
he was before. Yet the problem bristles with 
difficulties, and in most cases its solution is pure 
guess-work, the surgeon relying on his experience of 
similar cases and making no attempt whatever at 
accurate measurements. The method I propose to 
describe, although far from providing a complete 
solution, furnishes at least a first approximation and is 
perhaps as accurate as clinical conditions will allow. 

Accurate dosage depends upon several factors of 
which the total amount of radium used and the time 
of exposure are only two. The exact distribution of 
the radium is of at least equal importance, and unless 
this is known the statement that the dose was so 
many milligramme-hours is absolutely meaningless. 
Moreover, the distribution must be such that every 
part of the field under treatment receives an equal 
dose, so far as this is possible. Finally, the screenage 
of the radium must be exactly defined, for the 
radiations from equal sources screened respectively by, 
say, 1 and 2 mm. of platinum differ both in quality and 
quantity, and they are not, in fact, directly comparable. 


UNIT OF MEASUREMENT 


In any system of measurement the first necessity is 
to define exactly the unit in which the measurement is 
to be made, and here we are faced at once by the 
great technical difficulties involved in the measurement 





* A post-graduate lecture given at the London Hospital. 
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of radiation. In spite of an immense amount of 
research by physicists, amongst whom I would specially 
mention the brilliant work of Mallet and of Mayneord, 
we are still uncertain as to the precise value of gamma 
radiations in terms of réntgen (“‘r’’) units, although 
this should certainly be our goal. For the present it 
would seem better to adhere to the “‘ natural ’”’ unit, 
the gamma radiation at a distance of 1 em. from 1 mg. 
of radium element. Here again we meet at once with 
the difficulty of screenage, but this may be met by a 
simple convention. If we denote by the letter G the 
unit gamma radiation as above defined, we can 
introduce the screenage by a suffix, and denote by 
G (0), G(1), G(2), . . the unit gamma radiation 
corresponding to platinum screens 0, 1, 2, . . mm. 
thick. The first, G (0), is of course a figment of the 
imagination, as without a screen, alpha and beta rays, 
as well as soft gamma rays, would upset all calculations, 
but it is a convenient fiction and its meaning is 
sufficiently clear, for we can obviously ignore all those 
rays which are invariably removed by screenage. The 
other symbols as above defined have a precise and 
unique physical meaning, whilst they are exceedingly 
convenient for practical use. 

By a fortunate accident these symbols can. be 
converted approximately into “r” units when this is 
desired with great simplicity, for with sufficient 
accuracy for clinical purposes they conform to Table I. 


TABLE I.—Showing Relative Values of G, D, r, for 
Platinum Screenage 


G (0-5), GC). G (2). G (3). 
hr. hr. hr. hr. 


G (0). 
hr. 


BO 0665 Oe 6046 Es obs OE ccke 


G (4). G (5). 
hr. hr. 


OF Liu SE vies ee 


For most practical purposes such a conversion is 
unnecessary, the G unit itself giving a clearer and more 
exact definition of the physical conditions of treatment. 


DISTRIBUTION OF RADIUM 


Having agreed upon a unit the next problem to face 
is the discovery of a distribution of radium which will 
give uniformity of radiation throughout the region 
under treatment, and owing to clinical conditions this 
can obviously only be solved in a very crude approxi- 
mation. In previous articles 1 have discussed the 
distribution required to give a uniform radiation 
throughout a spherical tumour, with the general 
result that most of the radium ought to be distributed 
around the tumour rather than within it. Tumours 
are, however, rarely of such a convenient form. Of 
more practical value was the discovery that if the 
radium was distributed around a ring, the fields 
parallel to the plane of the ring and at a short distance 
from it are nearly uniform. 


By arranging the radium in concentric rings an extra- 
ordinarily flat field is obtained, as was also observed by 
Mayneord. It was, however, Paterson and Fulton of 
Manchester who first pointed out the great practical 
value of these flat fields and the facility with which they 
may be used to define dosage exactly. I regard this 
application of the principle I have mentioned as one of the 
most important of recent advances in radium technique. 

To get the flattest field possible the radium should be 
distributed in two concentric circles, the radius of the inner 
being half that of the outer, and at the common centre. 
The amount in the inner circle should be one-quarter, and 
that in the centre one-sixteenth, of that in the outer circle. 
With such an arrangement the field is almost exactly flat, 
so that for all practical purposes every point in a plane 
parallel to the plane of the circles receives precisely the 
same intensity of radiation. Moreover, the inverse square 
law is replaced to a considerable depth by a law of approxi- 
mately inverse distance, so that the depth dose is enor- 
mously increased (Fig. 1). 

E3 
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This alone would be a valuable observation, but its 
value is greatly enhanced by the fact that even gross 
distortions of the circles and of the plane in which they lie 
only modify slightly the radiation. The circles may be 
stretched into ovals or even rectangles with only minor 
alterations in the fields, and even if the plane is bent into a 
half-cylinder the fields are only in- 

creased by 10 to 15 per cent. from 

cross-fire. The arrangement is there- 

fore a very flexible one and allows 

calculations for a curved area of any 

form to be reduced to a corresponding 

plane. 


In a large group of cases we 
have thus found a practical solution 
of the distribution of radium which 
should be employed in order to 
obtain a field of radiation uniform 
over the area treated. It remains 
to show how the amount of radium 
should be calculated so as to 
give the intensity required. For 
the moment we shall regard the radium as distributed 
on a flat plaque and supported by this at a certain 
distance from a flat surface under treatment. 


QUANTITY OF RADIUM 


The first procedure is to measure the area to be 
treated and to decide the distance from this at which 
the radium is to be placed. For external lesions where 
depth of penetration is important it will be well to 
make this distance as large as the quantity of radium 
available will allow. In the mouth the distance must 
always be restricted and can rarely exceed a centi- 
metre. Full tables and charts have now been prepared 
from which it is possible to read off at once the amount 
of radium required on the plaque to give one G unit 
of intensity at the distance required. 

If now it has been decided that the treatment is to 
extend over a certain period, say 10 days or 240 hours, 
it is easy to determine the intensity required in G units. 
The average squamous carcinoma requires 720 G 
hours for its abolition, so that in this case for a ten-day 
period an intensity of 3G would be required. We 
obtain at once the total radium required on the plaque. 


As a concrete example, let us consider a circular area 
6 cm. in diameter which it is desired to treat by means of a 


plaque at a distance of 1 cm., the radium being arranged in 
two circles and a centre. The area to be treated is 28-5 sq. 
em., and on referring to Fig. 2 it will be seen that to obtain 
unit radiation at every point of the surface the number of 
milligrammes required in the outer circle will be 4-4. If 
we decide to employ an intensity of 10 G we must place 


FIG. 1.—Contours of equal radiation from two concentric rings and centre. 


44 mg. of radium in the outer circle, 11 in the inner circle, 
and approximately 3 mg. at the centre. If the screenage 
employed is 1 mm. of platinum we must add 50 per cent. 
to this amount, making a total of 87 mg. With this 
arrangement, every point of the surface under treatment 
will receive an almost exactly uniform irradiation of 
intensity 10 G, and if the treatment is extended over a 
period of three days this will give a total dose of 720G 
hours which will be adequate for the treatment of a super- 
ficial squamous carcinoma. To connect these purely 
physical considerations with the clinical results required 
is by no means easy, but Table II. gives these connexions 
as accurately as is at present possible. 


TABLE II.—Equivalent Doses in Various Units 


G (0-5). G(1). G (2). G (3). 
Units. br. br. hr. hr. . 


1600 
2800 


200 .. 320 .. 
350 .. 430 .. 


320 . 
560 .. 


Erythema 

Epidermatitis .. 

Lethal dose for 
malignant cells 


400 .. 
700 .. 
700 .. GO... 1900... 


1500 .. 6000 


DEPTH DOSE 


The same diagram may be used for the calculation 
of the dose at any depth in a very simple manner. If 
for example the area under treatment is 100 sq. cm., 

and the distance from the surface is 





180; T 


160 


1 em., the number of milligrammes 
required in the outer ring to produce 





7) 


140 


ra 


unit intensity at the surface is 8-5. At 
a depth of 5 cm. (6 em. from the plaque) 
the corresponding number of milli- 








3) 
° 


grammes is seen from the diagram to 
be 45. The intensity at this depth is 





— 
oO 
oO 


therefore 


HK 
a5" or very nearly one-fifth 





of that at the surface. Incidentally 
this example serves to demonstrate 
that with this arrangement of radium 





AREA IN SQ CM. 


the intensity falls off as the distance 
and not as the square, thus presenting 





a great advantage in the uniformity of 
radiation obtained. 








In actual practice the method I have 
described is easier to carry out than 








would appear from the description. It 
involves little calculation and it is 
capable of a high degree of accuracy. 








15 


MG. PER UNIT INTENSITY. 


FIG. 2.—Ckart showing the amount of radium required on plaque to give 


1G. unit at the required distance. 


55 Although designed primarily for the 
construction of moulds and plaques, 
it is also applicable to the arrangement 
of interstitial radium, it being always 
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remembered that, as we have already pointed out, 
this should be distributed around the tumour rather 
than within it. 
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METABOLIC FAILURE 
A CAUSE OF DEATH IN OLD AGE 


By FREWEN Moor, M.D. Camb. 


CONSIDERING the large amount of time that every 
general practitioner devotes to treating “the faint 
defects of age,”’ it is surprising that so little is written 
on the subject. The syndrome which I have named 
*‘metabolic failure ’’ has been described in part by 
Sir Clifford Allbutt? as “‘cardiac delirium”; my 
reason for extending the name is, in the first place, 
that the condition may occur in cases which are 
not primarily cardiac, and secondly that the delirium 
is only part of alargersyndrome. The fully developed 
condition must be familiar to every family doctor : 
an old person lying askew in bed, continually trying 
to get out, eating nothing, drinking nothing, sleeping 
hardly at all; with a firm delusion that he is away 
from home, but mentally normal otherwise ; obsti- 
nately constipated, with a thickly furred and dry 
tongue. This state comes on spontaneously, or 
when the patient is recovering from some other 
illness ; it lasts two to four weeks and nearly always 
ends fatally. There is defective elimination, and the 
disease might be called uremia; at one time I called 
it “excretory failure,” but the refusal of fluids and 
the complete failure of sedative drugs given by 
mouth suggests defective ingestion as well; the 
metabolism is failing as a whole. 

I have no statistics to show how common the 
disease is; I should think I see about one case per 
year. With all due deference to the Registrar- 
General, I consider that death can and does occur 
from pure old age, without any “disease causing 
death.” Metabolic failure is one manifestation of 
this, but not the only one. The condition is probably 
never seen in hospital, and I imagine that one could 
spend a lifetime in consulting practice without 
recognising it. General practice does not lend itself 
to pathological and biochemical research, so I can 
give no information on these points ; but most diseases 
have been recognised clinically before their underlying 
mechanism has been understood. The material 
and opportunity must be available at any infirmary, 
and the investigation would make a good subject 
for a thesis. 


SYMPTOMS 


The decubitus is characteristic ; instead of lying 
straight the patient puts his feet into the corner 
of the bed, or in a double bed he tends to lie across 
rather than with his head and feet in the proper 





? Brit. Med. Jour., 1924, i., 1154. 


place. This is partly due to his efforts to get out of 
bed ; his feet are perpetually feeling for the side, 
and if left for a moment they will be over the edge. 
One patient lay diagonally in a double bed for three 
or four days, after which he took up his normal 
position again; he could not give any reason for 
lying askew except that he had felt more comfortable 
like that. 

Gastro-intestinal.—The tongue is thickly furred, 
and the mouth dry and sticky; there is absolute 
anorexia but no vomiting ; no thirst, and the patient 
cannot be persuaded to drink; if pressed by the 
attendant he will close the mouth firmly or refuse 
to swallow, letting the fluid run out of the corners 
of his mouth. He can continue thus for many days. 
The bowels are dbstinately constipated, but catharsis 
does not necessarily relieve the condition. 


Nervous.—There is no headache, and I have never 
seen any twitching or convulsive movements, such 
as occur in uremia. Insomnia is one of the earliest 
symptoms, and the patient can continue without a 
wink of sleep for many days, but this does not distress 
him; it is the relations who complain. Sedative 
drugs by mouth fail completely ; either they are not 
absorbed, or there is not enough fluid, or too many 
toxins in the blood. The patient does not feel ill, 
and the euphoria of these dying people is sometimes 
extraordinary. 


Delirium is very constant, and consists of the 
delusion of being away from home, together with the 
urge to get back there at once; but apart from this 
the mind is clear; in Sir Clifford Allbutt’s words, 
the patient imagines himself to be in ‘“‘some other 
place than his own house, and implores his attendants 
to take him home, or remove him from the hotel, 
the coach or strange house in which he finds himself. 
He is not terrified, but worried and wrathful, and if 
left alone he will leap from the bed. . . Point to the 
pictures on the wall, and he will say they have been 
brought there to deceive him.” It is the combination 
of the strong delusion of place with comparative 
sanity which is so characteristic of ‘cardiac 
delirium.” In my experience the patient does not 
so much implore the attendant to take him home, as 
seek to outwit the attendant who he thinks is detain- 
ing him. The delusion is always strongest at night, 
and to see it at its height one must visit the patient 
very late or stay the night at his house. He may 
be perfectly rational during the day, so that one 
may not credit the relation’s account unless one 
bears in mind the possibility of cardiac delirium. 
As the disease progresses the delusions extend to other 
subjects, chiefly occupational. Often he fails to 
recognise his nearest and dearest, but he knows the 
doctor. 


Case 1.—Coming back from London very late one 
night I decided to take a polygraph tracing of a retired 
bank messenger, aged 72, as one tends to be too busy 
to do this in the day; he had a high blood pressure and 
auricular fibrillation, and had recently developed Cheyne- 
Stokes breathing, during the hyperpneeic phases of which 
there was complete heart-block, with a slow and regular 
pulse. He was lying diagonally in a double bed. He 
recognised me at once, and asked if I had had a profitable 
day in town; he then complained that he was away from 
home, and wanted his trousers in order to get back there 
at once. I told him it was after midnight, and pointed 
to the pictures, asking him how they came to be in a 
strange house. ‘‘ Mother (his wife) brought them under 
her arm,”’ was his prompt reply. 

* But that wardrobe,” I 
brought that.” 

‘*No,” he agreed, 


said, “‘she couldn’t have 


“she couldn’t; but (looking up at 
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me earnestly) you can’t account for everything, can 
you?” 

He dozed, whilst I took a long tracing, then opened his 
eyes and said: ‘‘ How’s the new vicar shaping ?”’’ The 
vicar had only been inducted a fortnight. This illus- 
trates the strange mixture of normal reason with dis- 
orientation of place, which is characteristic of ‘‘ cardiac 
delirium.” The patient recovered and lived in indifferent 
health for four months, when he had a cerebral embolism 
and died. 


Case 2.—On June 26th, 1929, a retired dressmaker, 
aged 78, called me in on account of nocturnal dyspnea 
which had troubled her for three months; she went to 
sleep easily, but woke after midnight with severe breath- 
lessness which made her sit up for a few hours, after 
which she slept heavily till morning. She had enjoyed 
good health all her life, but in 1926 I had treated her for 
a post-influenzal cough, and discovered extreme hyper- 
piesis (270/126). Her pulse-rate was 84, regular; blood 
pressure 255/135; heart’s apex 5} in. from the midline, 
no murmurs, but sounds “labouring.’’ The lungs were 
clear, she had slight cyanosis, but no @dema; the liver 
was not palpable, and the urine contained no albumin. 
A few days in bed cured the cardiac asthma, and on 
July 8th she was much better, sleeping well ; pulse-rate 72 
with extrasystoles; B.P. 260/135. At this time the 
prognosis seemed fair; the heart had responded well to 
treatment, and apart from stroke there seemed no imme- 
diate danger. She insisted on getting up, and had two 
bad falls. 

On July 13th she had had a bad night ; there had been 
no dyspnea, but a low delirium. She had not slept at 
all, was perpetually trying to get out of bed, and wanted 
to go and see my father, who she supposed was in the 
next room. She ate and drank nothing, but had no 
headache, and no complaints except in respect of delusions. 
The aspect of the case had now altered completely ; it 
was evident that she was on the verge of metabolic failure, 
and was likely to die in two or three weeks. 

She kept trying to get out of bed, especially at night, 
and next day was lying almost across the double bed. 
On the 16th the pulse-rate was 64, regular, except for 
extrasystoles ; B.P. 230 systolic. The tongue was furred 
and dry ; she would take neither food nor drink, and was 
lying across the bed, trying all the time to get out; she 
gave circumstantial but quite untrue accounts of people 
she had met “ yesterday.”” On the 18th she was uncon- 
scious, but the pulse was strong; rate 72, regular; the 
temperature was subnormal, and there was no cedema, 
She died on July 2lst, eight days after metabolic failure 
had commenced. 


Case 3.—A clergyman, aged 81, an old Cambridge 
“trial cap ’’ and distinguished footballer, complained on 
July 3rd, 1934, of paroxysmal chest pain both on exertion 
and sometimes waking him at night; he had an attack 
when I was there, which was obviously severe angina. 
The pulse was bigeminal; B.P. 160/110; heart’s apex 
impalpable, sounds faint, no murmurs; there was no 
cedema, no fever, and the electrocardiogram showed a 
flat T wave in lead I. and big Q in lead III., but no sign 
of coronary thrombosis. Nitroglycerin tablets did not 
relieve him, so on July 7th he was given Theominal and 
kept in bed ; this gave complete relief, and he was allowed 
up on the 12th; but he developed angina again, and had 
a few more days in bed. His appetite was fair, tongue 
slightly furred, and he was sleeping pretty well. At this 
time the prognosis seemed fair, the angina was controlled, 
and there was no congestive failure, so that apart from 
sudden death he might have lived anything from six 
months to two years. 

On July 23rd he had had a bad night; thought he was 
away from home; insisted on going to the bath at 2 a.M., 
and had a bad attack of angina when he was got back 
to bed (this was his last attack). He refused his break- 
fast because he said he had had it ; his tongue was thickly 
furred, the bowels had not acted for two days, and the 
urine was dark, strongly acid, with a trace of albumin. 
Reviewing the case on this day, it was evident that he 
was commencing metabolic failure, and was likely to 
die in two or three weeks. 


He was given three 2-grain doses of calomel at 12-hourly 
intervals, and had a fair action; but the nights were 
still bad; he refused food and could only be persuaded 
to drink about half a pint per day. On July 25th he 
had half a minim of croton oil, which produced two big 
actions in six hours; but he had not slept, in spite of 
2-grain doses of luminal. Next day he thought he was 
away from.home; I pointed to the bookcase, well 
stuffed with theological tomes, but he said, ‘‘ Oh, they 
put them in boxes just as they are, and brought them 


in a motor van.” I told him I wanted him to drink 
plenty of barley water;. with a twinkle in his glazing 
eyes he said, “It’s not intoxicating, is it? I 


have been a teetotaller for 60 years, you know.” He 
had no headache, felt quite well, and there was no 
twitching. 

He had some morphine and hyoscine each night and 
slept well; the bowels were moved each day with medi- 
cine, but the tongue became more furred, he ate nothing, 
and drank hardly at all. His mind was clear, except 
that his surroundings seemed strange; nothing could 
persuade him that he was in bed in his own study. On 
July 30th he said, ‘* Hullo, doctor, so you’ve followed me 
right down here ? That’s good of you.”’ The pulse was 
strong and regular, and he had no @dema. He often 
said, ‘‘ I shall go home on Monday,” and once in a lucid 
interval, ‘“‘ I mean, I shall die on Monday.”” On August 4th 
he greeted me as I came in in the twilight to give him his 
morphine; in a husky voice he said, ‘‘ Hullo, doctor, 
how are you?” I replied and asked him how he felt. 
“Quite well, thank you, I’m just going to get up,” 
slipping his feet out of bed as he said it. These were 
the last articulate words I heard; he was unconscious 
next day, and died on August 7th (15 days after the onset 
of the illness). : 


I have reported this third case in detail because 
it gives a picture of a perfectly definite illness with 
a clearly recognisable onset. It started with insomnia, 
feeling his familiar surroundings strange, and refusal 
of food and drink. The illness followed its usual 
course, in spite of treatment, to coma and death, 
taking the usual time. 


Heart.—In the cases I have seen the patient was not 
suffering from primary heart failure, although the 
heart had given some signs of distress in most of them ; 
only one had any degree of congestive failure, and 
he ultimately died of cerebral embolism and throm- 
bosis. The rest had little or no edema. Only one 
patient had angina, and it did not occur after the 
metabolic failure had set in. Some patients had 
suffered from nocturnal dyspnea (cardiac asthma), 
but they, again, did not have attacks after the 
metabolic illness had started. One patient had, for 
her age, a normal heart ; there had never been any 
cardiac symptoms, and the electrocardiogram was 
normal. She developed metabolic failure as she was 
recovering from acute bronchitis; she ceased to eat 
and drink, had complete insomnia for four nights, 
trying to get out of bed to go home. The tongue 
was thickly furred, the bowels obstinately confined, 
and she seemed at death’s door. But after half a 
minim of croton oil she began to mend, and made 
a satisfactory recovery. 


Blood pressure.—Many of the patients had a high 
blood pressure. Most authors give as the principal 
causes of death in hyperpiesis, heart failure, stroke, 
and uremia; metabolic failure would be included 
under the last heading, but its symptoms are 50 
different from what I regard as typical uremia that 
I have tabulated them below. 

The lungs are not primarily affected, but moist 
rales appear towards the end. The temperature is 
normal at first, but may rise in the last day or 80, 
probably from hypostatic pneumonia. Cheyne- 
Stokes breathing is seen in some cases and is a useful 
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prognostic sign, for it is very unusual for a patient 
to die when the breathing shows periodic rhythm ; 


rapid and regular breathing nearly always sets in for 
some hours at the end. 


Uremia. Metabolic failure. 
Decubitus .. Flat Flat, crooked in bed, 
trying to get out of bed. 
Age .. ee os ver 70. 
Gastro-intestinal— 
Appeste jo TR. ox . Absent. 
Thirst ée Great .. oe ~ 
Tongue .. White, slimy.. Thick brown dry furred. 
Vomiting May be Absent. 
troublesome. 
Diarrhea. . Often present. Absent, obstinate con- 
stipation. 
Nervous— 
Headache Often bad Absent, 
Twitching Present oe 99 
Sleep May be fair .. Absolute insomnia. 
Delirium ? Allbutt’s “cardiac 
delirium.”’ 
ts May occur .. Absent. 
Sedatives May act No effect, 
by mouth 
ema * May be present Usually absent. 
Urine— 
Quantity Diminution Absolute diminution. 
only relative. 
Albumin -. Present -. Often only trace. 
Reaction .. Strongly acid. 


PROGNOSIS 


The mere delusion of being away from home and 
the urge to get back there is not unusual in old 
people ; but provided the appetite is good the patient 
may live for months or years and become a senile 
dement. It cannot too strongly be urged that the 
fatal syndrome is only present when this delusion is 
found in association with loss of appetite, furred 
tongue, and insomnia. Sir Clifford Allbutt said 
that he had never known a patient to amend in 
whom “cardiac delirium” had become established ; 
but in the correspondence which followed several 
recoveries were recorded. I have seen two patients 
get over it. A fully established case may be expected 
to live two or three weeks ; it is surprising how long 
frail old persons will live when absolutely nothing 
passes their lips. 

TREATMENT 


It is obvious that three things must be done: 
The bowels must be cleared ; croton oil is best for 
this, and I have not found half a minim excessive. 
The patient must have sleep ; morphine and hyoscine 
are required hypodermically ; bromide, chloral, 
luminal by mouth all fail, and waste valuable time. 
And he must have fluids; this is the most difficult, 
for he will not drink, and the bowel does not retain 
saline well in old age. I have never felt justified 
in giving intravenous saline to these old people ; 
one must not forget King Lear’s rebuke to Cordelia 
and the Doctor, on recovering consciousness: ‘ You 
do me wrong to take me out o’ the grave.” 


SUMMARY 


A clinical syndrome is described, which occurs in 
old age and follows a very definite course. The 
symptoms are insomnia which is unrelieved by drugs 
given by mouth, complete anorexia and refusal of 
drink, progressively furring tongue, constipation, 
and a special form of delusion (“‘ cardiac delirium ”’). 
These symptoms are very constant, and the outcome 
is usually fatal in two or three weeks. The patho- 
logical and biochemical bases are unknown, but 
there seems to be a failure of excretion combined with 
failure of assimilation. The condition comes on 
spontaneously, without ascertainable cause, but 
most of the patients have had some evidence of 
myocardial weakness. 
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METHYL CHLORIDE POISONING 


WITH A REPORT OF A CASE 


By C. ALLAN Bircu, M.D. Liverp., 
M.R.C.P. Lond., D.P.H. 


PHYSICIAN TO THE NORTH MIDDLESEX COUNTY HOSPITAL 


METHYL CHLORIDE is a substance which, although 
first made as long ago as 1835 by Dumas and Peligot, 
has only recently come into commercial use. Large 
numbers of small refrigerating plants in which it is 
the refrigerating agent have been put on the market. 
Methyl chloride is said to be especially suitable 
where escape of the refrigerant would be dangerous, 
but certain toxic effects have been recorded. These 
are important since the cause of the symptoms may 
be overlooked if the possibility of poisoning is not 
borne in mind. Thus in a series of cases in Chicago 
reported by Kegel, McNally, and Pope! food 
poisoning was suspected. The object of this paper 
is to record a case of methyl chloride poisoning and 
to summarise the present knowledge of the toxic 
effects of this substance. 

A brief description of its properties and uses will 
first be given. Methyl chloride is a gas and has a 
molecular weight of 50.4804.2 It is usually supplied 
compressed in cylinders. It is colourless; boils at 
—23°C.; has a faint sweet odour, and is non- 
irritating to the respiratory tract. It was originally 
made by distillation of common salt, wood spirit, 
and sulphuric acid, but it is made on a large scale 
from methylamine derived from beetroot.* It can 
be used in the same way as ethyl chloride to produce 
analgesia by evaporation. It has been employed to 
produce narcosis by inhalation but is no longer used 
for this purpose. By evaporation a temperature of 
— 23°C. or lower is produced, and it is now used 
extensively in refrigerating machines, either as the 
main refrigerant or to operate the thermostatic 
control. It does not form explosive mixtures under 
ordinary conditions, and any risk of fire and explosion 
can be diminished by adding some methyl and ethyl 
bromide, though the toxicity is thereby increased.* 


TOXIC EFFECTS 


The toxic effects of methyl chloride were first 
reported in 1876 by Eulenberg,® but Gerbis * appears 
to have been the first to report accidental poisoning— 
in 1914 in two men repairing an ice machine. One 
man, aged 52, had nausea and vomiting followed by 
coma which cleared up, and the other, aged 63, had 
similar symptoms and slept for sixteen hours. 
Recovery was complete in about two weeks in each 
case. Gerbis makes the interesting observation that 
all workers with methyl chloride become fat quickly. 
Roth” reported 10 cases in 1923, and Schwartz * 
in 1926 reported 10 cases with 1 death. 

English medical literature contains records of 
4 severe and 4 mild cases. Gorham ® reported one 
severe case—that of a man, aged 40, who was seized 
with giddiness and vomiting after thirty minutes’ 
exposure to an escape of methyl chloride. He 
recovered in three days. He also described 4 mild 
cases in which the main symptom was vomiting. 
Sharp '° reported 2 severe cases. The first patient 
was a man of neurotic temperament who inhaled a 
large quantity of methyl chloride while repairing a 
pipe. He had vomiting and diarrhea for twelve 
days. The second was a man of 36 who was exposed 
to the gas for three hours, and then felt giddy and 
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had vessiting and dtenthon. The diarrhea soon 
ceased but the giddiness and vomiting persisted for 
nine days. Six months previously he had a similar 
slight attack. Porteus'! described the case of a 
man, aged 35, who worked in a confined atmosphere 
contaminated with methyl chloride for several hours 
and who developed giddiness, diarrhea, and vomiting, 
and recovered in ten days. 

A considerable number of cases have been reported 
from America. Kauffmann ™ saw 75 cases between 
1926 and 1929 at a refrigerator factory at Evansville, 
Indiana. There were no deaths or severe sequel. 

The symptoms have been similar in all recorded 
cases and, as pointed out by Willcox,’ are attri- 
butable to a toxic action on the nervous system. 
They are drowsiness and confusion followed by 
muscular weakness, vertigo, nausea, and vomiting ; 
ocular symptoms such as diplopia and misty vision 
may also develop. In the more severe cases there 
may be convulsions and diarrhea. The tempera- 
ture is usually raised and may be more than 104° F. 
in fatal cases. The pupils are usually dilated and 
react sluggishly to light, and there may be slight 
ptosis and nystagmus. Several patients have had 
anuria lasting up to forty-eight hours. 

Certain sequelze such as tremors and insomnia 
have been recorded and are probably due to a pro- 
gressive degeneration following injury to the nervous 
system. Of 29 cases reported by Baker?!* one had 
foot-drop, but in none was there any evidence of 
optic atrophy such as occurs in methyl alcohol 
poisoning. 

Methyl] chloride gains access to the patient in two 
ways. There may be a short exposure to a high 
concentration of gas, as in the case of men who 
repair and dismantle refrigerating machines, or a 
slow leak in a domestic refrigerator may expose the 
patient to a low concentration of gas over a long 
period. White and Somers?® point out that, inas- 
much as the gas is non-irritant and practically 
odourless, it can be inhaled without any immediate 
alarming effects. It is easier to be poisoned when 
working near the floor because the gas is heavier 
than air. A concentration of 10 to 20 per cent. is 
said to be sufficient to produce anesthesia. Arai ‘¢ 
says that 1 per cent. of methyl chloride in air is 
just perceptible to the sense of smell. He found 
that this concentration took 5} hours to kill a white 
mouse. 

Yant, Shoaf, and Chornyak!’ investigated the 
possibility of methyl chloride poisoning in dogs by 
ingestion of contaminated food and water. No 
evidence of poisoning was found. They point out 
that water containing methyl chloride has a sharp 
sweetish taste, and hence it is not likely that much 
would be drunk by accident. 

Individual idiosyncrasy probably plays a part in 
the production of toxic effects since on many 
occasions persons exposed to methyl chloride have 
suffered no harm. Thus, on one occasion when 40 lb. 
by weight of liquefied methyl chloride was acci- 
dentally discharged into a small room, several men 
continued to work there throughout the day and 
suffered no ill-effects whatever. 

The Admiralty and Board of Trade sanction the 
use of refrigerators using methyl chloride on ships, 
including fighting vessels, and from this it may be 
inferred that the possibility of toxic effects is slight. 
Nevertheless, it is not correct to say, as in some 
advertisements, that it is “ far less toxic than gaso- 
line.” The lack of odour and irritating properties 
have suggested admixture with a detector gas with 
a strong odour or lacrymatory effect. 


The onset of qreptens is often quite dew, and 
the patient may appear mildly intoxicated for days. 
Thus in the first case discovered at Evansville the 
patient while at work was thought to be intoxicated. 
When asked how he happened to be in that state 
and shaken to make him reply, he said, “It’s that 
methyl we breathe.” '4 In the cases recorded by 
Schwartz * the symptoms increased for several days 
to a maximum. 

Sydney Smith?* points out that methyl chloride 
is changed first into methyl alcohol. This resembles 
ethyl alcohol in its action but is oxidised very slowly 
and hence is cumulative. Methyl alcohol gives rise 
to formic acid and formaldehyde in the tissues, and 
Baker !* found ammonium formate in the urine of 
most of his cases of methyl chloride poisoning. It 
is a difficult substance to test for but in a suspected 
case a simple test is to add ferric chloride solution 
to the urine when a reddish colour appears, followed 
by a brown precipitate on boiling. Fallacies are due 
to ketone bodies, salicylates, and aspirin. 


TREATMENT: CASE RECORD 


The treatment is similar to that of methylated 
spirit poisoning. It consists in removing the patient 
from the source of poisoning and administering 
alkalis and glucose. Symptomatic treatment for 
vomiting and cardiac failure may be needed, and 
during recovery anemia may have to be treated. 

The following is an account a a case which came 
under my care. 


The patient was a man, _ 26, with no previous 
illnesses. He was employed by a refrigerating company 
and had been exposed to methyl chloride on several 
occasions but had never experienced more than a transient 
swimming feeling in the head. When repairing a refri- 
gerating plant on Feb. 14th and 15th, 1934, he inhaled 
methyl chloride from a leak in fairly high concentration 
for a total period of 45 minutes. On the evening of 
Feb. 15th he had a considerable amount of vomiting but 
went to work for a few hours next day. Vomiting then 
became intense, and even cold water could not be retained. 
He had no abdominal pains until he had been vomiting 
three days. He took a dose of castor oil on the first 
night of his illness with a good resulting bowel action. 

On admission to hospital he looked ill and dehydrated. 
Temperature, 99-4° F.; pulse, 112; respirations, 24. He 
appeared to have an icteric tinge but the van den Bergh 
reaction was normal. Liver and spleen were not palpable, 
and physical examination was otherwise negative. The 
urine contained a trace of albumin, and acetone and some 
calcium oxalate crystals. Tests were not made for 
ammonium formate. He was given glucose drinks and 
a bismuth mixture and made an uneventful recovery. 
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MOVABLE KIDNEY* 
By VERNON PENNELL, M.B. Camb., F.R.C.S. Eng. 


HON. SURGEON TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


THE movable kidney has proved a vexing problem 
to the medical profession. Such questions as “Is 
it harmful? Will its fixation benefit the patient ? 
Should we inform an unwitting subject of its 
presence ? ’ have ever been before us. The generalisa- 
tion by an eminent surgeon, that a dropped kidney 
is no more harmful than a dropped “h,” although 
containing much truth, does not, in fact, contain 
the last word on this subject. 

The presence of a palpable, mobile, and lowly 
placed kidney, per se, has no ill-effect on its possessor. 
To assume that because a ureter is kinked there is 
therefore obstruction to the urinary outflow, with 
consequent back pressure on the kidney, is not borne 
out by the evidence; nor, strictly speaking, ought 
we to expect urinary back pressure from a mere 
kink of the ureter as shown in an X ray photograph. 
The numerous turns, twists, and kinks that are 
visible in the alimentary canal do not produce 
intestinal obstruction unless some inflammatory 
condition, or controlling band or membrane, is 
also present. Exactly similar are the conditions 
in the urinary tract, and an “unfixed” kink has 
little, if any, harmful effect on the patient’s urina 
system. 

THREE CLASSES OF MOVABLE KIDNEY 


Cases of movable kidney fall roughly into three 
main classes :— 

1. Those without symptoms. 

2. Those associated with general visceroptosis : (a) fat, 
(b) lean. 

3. Those with urinary symptoms: (a) renal (hydro- 
nephrotic) ; (6) vesical (frequency, scalding, pyuria). 

Class 1 represents those cases in which a routine 
examination has brought to light the presence of a 
movable and prolapsed kidney, usually on one side 
only, of which the patient is unaware. She has no 
symptoms referable to the urinary tract, and if she 
can be left without knowledge of this condition 
the result is all to the good. At any rate surgical 
treatment should not be attempted. 

Class 2 contains a large number of cases with 
complaint of backache, loin pain, and general 
abdominal discomfort. Here the dropped kidney 
is part of a general abdominal subsidence, and 
surgical treatment, though sometimes justifiable, 
is generally inadvisable or meets with very little 
success. This group can be subdivided according 
to the general appearance of the individual into the 
fat and the lean. It has been my practice to leave the 
fat subjects severely alone as far as the treatment 
of their kidney is concerned. Probably because 
they are fat and the muscular and ligamentous 
structures friable, the chances of a_ successful 
anchorage are very small, and a recurrence of mobility 
is likely if nothing worse supervenes. The following 
ease will perhaps illustrate this better than anything 
else. 

Case 1.—A woman of 55 complained of very severe 
pain in the right loin, often so intense as to resemble 
renal colic and necessitating the use of morphia. It was 
at first thought to be a Dietl’s crisis, for some years 
previously she had had a right nephropexy performed, 
and it was considered likely that the kidney had again 
become mobile. She was very obese and very little could 


* Abridged from a paper read before Cambridge Medical 
Society, October, 1934. 


be made out except a slight loin bulge on coughing. This 
proved to be a hernia through the deep tissues of the 
previous operation scar, and radiography after a barium 
enema showed an obstructed and trapped coil of large 
intestine at the hepatic flexure which was the cause of 
her colicky pain. At operation no anchorage of the kidney 
was found, and after reduction of the obstructed loop 
of intestine and repair of the abdominal wall, the patient 
resumed a normal life free from pain. 


In the second group of this class, the lean patients, 
one generally finds women with a protuberant 
abdomen, a constricted lower chest, and a waist 
that would have been a credit to a previous genera- 
tion. The kidney is palpable, mobile, and often 
at examination it is tender, palpation giving the 
patient a feeling of nausea. As a rule the patients 
are nervous, with a low threshold for pain, and a 
pyelogram or an X ray examination with Abrodil 
shows a kinked ureter and a low kidney. The 
kinking of the ureter is unassociated with hydro- 
nephrosis as shown in the pyelogram. 

Cases in Olass 2, Group (6), offer a great tempta- 
tion to the surgeon. A palpable and tender kidney, 
especially if enlarged, associated with a kinked 
ureter, even if no hydronephrosis is present, is an 
inducement to perform a nephropexy; but too 
often, alas, that operation has no effect on the 
patient’s complaint, since it leaves the general 
visceroptosis and the neurological condition of the 
patient untreated. Occasionally one gets a satis- 
factory result from the gross suggestion of an 
operation, but I believe abdominal exercises and a 
supporting belt to be the better treatment. 

In Class 3 we have the true surgical mobile kidneys, 
and associated or not with other conditions, have at 
least urological signs and symptoms, which can 
and should be corrected. The complaints vary, 
being any or all of the following: backache, loin 
pain, renal colic, renal swelling, frequency and 
pain on passing urine, and occasional hematuria. 
Intermittent fever may be present. These signs and 
symptoms owe their inception to an obstructed ureter, 
with or without microbic infection, and the obstruc- 
tion and infection can be rectified by appropriate 
measures. The following cases serve as illustrations 
of these types. 

CasE 2.—A woman of 26 complained of persistent back- 
ache and left-sided abdominal pain. A radiogram after the 
injection of abrodil showed some degree of hydronephrosis 
on the left side, with what was considered to be a normal 
kidney on the right. At operation an aberrant renal 
artery supplying the lower pole of the kidney was 
found, over which a perfectly normal ureter was stretched. 
When the kidney dropped down, as in the erect position, 
an obstruction to the renal outflow resulted. The division 
of the aberrant artery and the fixation of the kidney to 
the last rib resulted in the disappearance of the symptoms 
and the cure of the patient. 


This aberrant renal artery, although commonly 
present, often seen in the dissecting-room, and even 
more frequently described in the text-books of surgery 
as a common cause of hydronephrosis, is in my opinion 


too often falsely accused. An additional vessel 
supplying the lower pole of the kidney will have no 
ill-effect, unless it passes behind the ureter, when 
the dropping of the kidney will kink and obliterate 
the ureter at this point. As a rule the numerous 
additional vessels that we find in the dissecting- 
room pass to the lower part of the kidney in front 
of the ureter where they cannot harm it. 

Another case shows the importance of rectifying 
movable kidneys where a hydronephrosis is diagnosed. 

CasE 3.—A patient complained of a tender, mobile lump 
in the left loin, pus in the urine, and very great frequency 





CLINICAL AND LABORATORY NOTES 


{resB. 2, 1935 





A pyelogram showed a kidney of 16 oz. capacity (probably 
more, as she had no pain during its injection), and was 
associated with an abnormal artery and vein passing to 
the lower part of the kidney behind the ureter. At opera- 
tion, after having divided the aberrant artery and emptied 
the pelvis of the kidney of urine by squeezing it into the 
ureter, an anastomosis between the renal pelvis and upper 
part of the ureter was affected, thus preserving the kidney. 
Some four months after the operation the kidney was 
very much smaller, the frequency less, and the infection 
subsiding under lavage of the renal pelvis. In this case 
no attempt was made to fix the kidney, but only to 
provide for its efficient drainage, which up to now has 
been entirely satisfactory. 


The second type of case in the third group is one 
of a low or mobile kidney, not enlarged—or only 
slightly so—but associated with frequency of the 
urine, bacilluria, or pyuria, and occasional hematuria, 
thesé symptoms of course denoting a secondary bladder 
infection. The obstruction to the ureter in these 
cases is analogous with that produced in the alimentary 
canal by adhesions, bands, and inflammatory or 
congenital membranes. Jackson’s membrane and 
Lane’s kink in the right iliac fossa have in the past 
been unduly maligned as causes of chronic or sub- 
acute intestinal obstruction. Here in the urinary 
system a membrane, closely similar to that described 
by Jackson, is often found controlling and fixing 
the ureter. Often it is as innocuous as its intra- 
peritoneal brother. Sometimes, on the other hand, 
it may serve to anchor the ureter and an unduly 
mobile kidney may be obstructed by reason of this 
fixed point, since the ureter cannot, as in most cases, 
follow the kidney in its wanderings and so accom- 
modate its turns and twists to allow the outflow of 
its contents. 

In these cases the back pressure is not sufficient, 
or is too variable, to produce an enlarged or hydro- 
nephrotic kidney, and the predominant symptoms 
(frequency, scalding, hematuria) are the result of 
a descending infection of the urinary tract with 
microbic organisms, generally of the Bacillus coli 
communis type, with a demonstrable basal cystitis. 
Often these cases are seen, cystoscoped, and the 
diagnosis of a mild trigonitis secondary to a pyelitis 
is made. Medical treatment—alkalis, acids, urinary 
antiseptics, or ketogenic diet—may have been tried, 
usually with little or no result. Lavage of the renal 
pelvis, with Collargol for example, although it may 
clear up the condition for a short while, only too 
often proves itself a broken reed when expected to 
work under these handicaps ; and until the lumen of 
the ureteric tract has been rendered fully patent, 
urinary antiseptics, whether they be topical or blood- 
borne, can have little permanent effect on the infected 
kidney. In one case, operating as I thought on a 
simple movable kidney with an infected pelvis, I 
found a kink of the ureter tightly fixed by a well- 
marked strand of the ureteric membrane just 
described. In addition, a small caleulus which had 
been invisible to previous X rays was arrested at this 
point. The removal of the membrane, the extraction 
of the stone, and the fixing of the kidney resulted 
in the rapid disappearance of the bacillary infection. 

These cases of mobile kidney associated with a 
fixture of one or more segments of the ureter and an 
infected pelvis are not uncommon, but I would draw 
attention to the fact that the kink must be fixed— 
ie., that it should not disappear with change of 
position, and there should be infection of the urine 
for a nephropexy to be justifiable. It is possible 
that the removal of the obstructing membrane alone 
might result in a cure without the fixation of the 
kidney, though on the analogy of peritoneal adhesions 


it is not unlikely that the membrane would referm 
later. Certain, however, it is that fixation of the 
kidney without the removal of the ureteric adhesions 
is definitely worse than useless. At any rate, after 
the surgical operation pyelo-lavage is necessary for a 
longer or shorter period. 


OPERATION AND ITS PRELIMINARIES 


In the performance of nephropexy the following 
points are perhaps worthy of notice. 

1. The removal of any gross obstructing element— 
e.g., aberrant vessel or stone. 


2. The complete freeing of the ureter from all adhesions, 
bands, and membranes. 

3. A fixation of the kidney to the last rib after the 
decapsulisation of its upper half, thereby promoting 
adhesions between it and the posterior abdominal wall. 

4. The tilting outwards of its lower pole so that the 
renal pelvis is drained from its lowest point. A strip of 
capsule from the posterior surface of the kidney, passed 
over the last rib and stitched back to a “ collar” formed 
by the rolling down of the upper half of the capsule, both 
fixes the kidney and pulls the lower pole laterally. 


Given the fact that a movable kidney is present, 
investigation along the following lines will decide 
what type of treatment, if any, is advisable ; for it 
is the complications of this condition which call for 
treatment, and they alone need rectification. 

An X ray examination may reveal a stone which 
will, ipso facto, need removal. A hydronephrosis 
can be demonstrated by radiography after the injec- 
tion of abrodil, or by retrograde pyelography. In 
addition ureteric obstruction from fixed kinks can 
also be noted. The bacteriology of a clean specimen 
of urine will prove the presence or absence of a 
microbic infection. It may not be out of place here 
to stress that the higher the site of obstruction, the 
more likely it is that renal enlargement will super- 
vene. With the lower types of obstruction, it is 
infection that is the prominent feature in the clinical 
picture. 

In conclusion, I would emphasise that the treat- 
ment of movable kidney is the treatment of its 
obstructed outflow ; and however nomadic it may be, 
vagrancy alone should not be a cause for its prosecu- 
tion. A kidney without demonstrable means of 
support need not be subject to the same laws that 
are applied to tramps and vagabonds. 
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A CASE OF TETANUS TREATED WITH 
CURARINE 


By J. S. Mircuerr, M.B. Camb. 


AT THE COLLOID SCIENCE LABORATORY, UNIVERSITY OF 
CAMBRIDGE ; FORMERLY HOUSE PHYSICIAN, THE 
GENERAL HOSPITAL, BIRMINGHAM 


Tue past few years have seen a renewed interest 
in the treatment of tetanus, and Florey, Harding, 
and Fildes ! have lately given an account of extensive 
experiments on the effect of curarine in this disease. 
It may therefore be of interest to record a case of 
human tetanus in the treatment of which curarine 
was employed. 

However valuable drugs of this group may prove 
to be, their use can only be regarded as ancillary, 
and in the case described the general scheme of 
treatment may be outlined as follows :— 


1, Neutralisation of the toxin by adequate dose of 
specific antitoxin, here given entirely intravenously.** 





’ 
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2. Sheltering of the patient from disturbing external 
stimuli, and prevention of the release of internal stimuli 
from the higher centres, by induction of Avertin anesthesia 
as soon as possible and then by the use of morphia and 
similar drugs when required.’ 

3. Depression of the spinal reflexes with bromides in 
large and repeated dases. 

4. Reduction of the muscular spasm by blocking the 
myoneural junctions; for this purpose, after four doses 
of curare, pure curarine was employed.' 5 §—!8 

5. Local treatment of the site of infection. The slight 
surgical toilet required was done under the avertin anes- 
thesia about two hours after the antitoxin had been given, 
and then and for subsequent dressings only oxidising 
antiseptics—eusol, iodine, and hydrogen peroxide—were 
used. Amputation of the thumb was suggested but not 
thought advisable. 

6. Finally, but of the highest importance, the most 
careful nursing and maintenance of adequate nutrition 
of the patient. 


It now appears to be accepted that curarine is 
the most suitable alkaloid of its group for use in the 
treatment of tetanus, but there is no unanimity as 
to the dosage and the details of administration. In 
the present case a sterile solution of curatine hydro- 
chloride (free from curine) containing 1 mg. in 1 ¢.cm. 
was prepared freshly every few days and was given 
subcutaneously. The initial dose was 0-1 mg. and 
was repeated four-hourly ; then day by day the size 
of each dose and the frequency of administration 
were slowly increased until eight doses of 0-5 mg. 
were being given in each 24-hour period. The 
actual doses used are detailed below and it will be 
seen that at no stage was artificial respiration required, 
although almost immediately after the first dose 
(0-5 mg.) of crude curare (given before the curarine 
had arrived) there was some respiratory embarrass- 
ment. Fortunately this did not occur again, and 
with the curarine there seemed to be no undesirable 
effects. Almost immediately after the first injection 
of curarine a decrease in the muscle tone became 
apparent ; then gradually this effect became more 
conspicuous, reaching a maximum after about ten 
minutes. Subsequently it slowly decreased, but even 
at the end of four hours, when the next injection was 
given, it was still evident. With the later doses the 
rigidity still decreased though perhaps less strikingly, 
and it is of interest that there were transient increases 
in muscle tone during the short febrile period attri- 
buted to the serum reaction, and again when the 
bromide, and later the curarine, was stopped. In 
all 48-1 mg. of curarine was given in 20 days, and it 
is important to note that electrocardiograms were 
taken repeatedly—on several occasions immediately 
after the injection of curarine—and never showed 
any significant abnormality. 


The patient, aged 16, was a farm-worker. On March 
28th, 1934, he cut the end of his left thumb with a turnip- 
chopping machine ; the wound was a very superficial slice 
and was dressed at the local hospital, but no antitoxin 
was given. He appeared quite well until on the ninth 
day (April 4th) he noticed that his left forearm was 
slightly stiff. A few hours later there was some pain in 
the lumbar region. Next day the backache was worse, 
and he complained of pain in the back of the neck ; 
during the night he could not sleep and often cried out. 
On May 7th he went to work but was so stiff that he could 
not get on his bicycle, and when he returned home he 
seemed strange in his manner. On the following morning 
(May 8th) he was very much worse and could not open his 
mouth; he was then seen by his doctor and sent to the 
General Hospital, Birmingham, in an ambulance. 

On admission he was obviously in a very serious con- 
dition. He was a poorly developed lad and lay on his 
back in bed, frequently groaning; his eyes were closed 
but he was quite conscious. There was a risus sardonicus 
and the masseter muscles stood out prominently. His 
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mouth could be opened only very slightly, and there was 
considerable cervical opisthotonus. When he was first 
seen there were slight but very distressing backward 
jerking movements of the head and neck lasting several 
minutes; treatment was instituted as soon as possible 
and no further clonic movements occurred throughout 
the illness. The general tonic spasm was most obvious 
in the muscles of the anterior abdominal wall where 
there was board-like rigidity, but curiously little tenderness. 
The limbs were rather less rigid but could not be easily 
moved ; the arms were pressed against the front of the 
chest with the elbows flexed and the fists clenched, and 
the legs were fully extended. Apart from slight dilatation 
the pupils were normal. Fundi normal, ocular movements 
normal. The abdominal reflexes could not be obtained 
and the plantar reflexes were both flexor. The jaw-jerk 
and deep reflexes of the arms were not present, but the 
knee- and ankle-jerks were definitely increased and equal 
on the two sides. No abnormality was found in the 
cardiovascular or respiratory systems. Urine normal. 
In view of the serious condition on admission and the 
duration of the incubation period (and despite the rather 
insidious advance of the initial symptoms) a fatal prognosis 
was given and the treatment detailed in the accompanying 
Table was commenced. A striking feature was the marked 
mental depression during the first week. This must be 
attributed to the bromide, and it is interesting that 
although the doses were so large there were no bromide 


SUMMARY OF TREATMENT 





Curarine hydro- 





Date chloride (hypo- | pmol 
in dermic injection | Gaily Other sedative 
Seed. J fo age dose) drugs. 
934. containing 1 mg, 7 . 
in 1 ¢.cm,), (Grains. ) 
8th — 105 Avertin aneesthesia, 
2-5 ¢@. CBr, CH,OH in 
100 c.cm, normal 
saline given as rec’ 
injection. Morphine 
hydrochloride gr. 1/6. 
Chloral hydrate grs.224 
9th Curare 4 doses, | 220 Morphine HCl gr. 1/6. 
each 0-5 mg. (4-hrly.) Phenobarbitone gr. 1. 
10th 3 doses, each 185 Chloral hydrate grs, 22}. 
0-1 mg. (at 4-hrly, Morphine HC! gr. 1/6; 
intervals) | gr. 1/8. 
llth 5 x0-1 mg. (4-brly.) | 260 | Chloral hydrate grs. 30. 
12th | 6 x0-2 mg. (3-hrly.)| 220 Morphine HCl gr. 1/6. 
13th a | 120 Nepenthe M 10. 
14th as 160 os 
15th |5x0-3mg.(4-hrly.)| 120 aS 
16th 7 x0-3 mg. (3-hrly.) 40 9° 
17th | 8 x0°3 mg. (3-hrly.) | 80 os 
18th & | 40 
19th | = 
20th | 


| 
2ist | 5 x0-5 mg. (4-hrly.) | 


22nd | 6 x6-5 mg. (4-hrly.)| 
23rd 7 x0-5 mg. irate 


24th 8 x0-5 mg. (3 hrly.) 30 

25th- ‘ 30 

28th daily. 
| 

29th 3 x0-5 mg. (5-hrly.) 30 





Totals 48-1 mg. curarine | grs. 1550 
n 20 days. KBr in | 
| 11 days ; 
| grs. 1730 
| in 21 
days. 


April 8th: Antitetanic serum (concentrated globulin fraction).— 
70,000 units intravenously. No intrathecal medication, 
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SUMMARY OF CLINICAL PROGRESS 


April 8th.—After the avertin anesthesia he slept for 6 hours 
and the muscular rigidity decreased somewhat. A small piece 
of necrotic tissue was removed from the wound and eusol 
dressings applied 2-hourly. On recovering consciousness he was 
given large doses of bromides and continued sleeping. There 
was urinary incontinence. During the night there was slight 
aT el cedema which rapidly decreased after atropine 

B i 0. 

. 9th.—Confused but restless, with increased stiffness of muscles 
of abdomen and neck. He has started taking glucose lemonade 
quite well. About a minute after first dose of curare he complained 
of difficulty in breathing and there was some retraction of 
intercostal spaces for about half an hour. He was greatly 
relieved by continuous oxygen administration through a nasal 
catheter. On the morning of the 8th and 9th there was a 
temperature of 99°. 

10th.—Considerable decrease of muscular rigidity ; less pain 
y mal no respiratory embarrassment. He started perspiring 
reely. 

11th.—Sleeping fairly quietly and taking better. . 

12th.—-The muscular rigidity was greatly decreased, but he 
showed more marked mental confusion, talking irrationally and 
persistently, trying to climb out of bed. 

13th.—Abdominal rigidity became less marked and he slept 
most of the day, though noisy on occasions. 

14th.—There was a serum rash of urticarial type (which was 
treated with adrenaline) and the temperature, which had been 
normal since April 9th, rose rapidly to 101-6°; the pulse-rate 
rose to 108 per min., and respiration-rate 28 per min. There 
was no evidence of pulmonary cedema or infection. 

15th.—The temperature remained raised at 100° throughout 
the day, and the rigidity of the abdominal muscles showed 
a very considerable increase. 

16th.—The temperature fell to 98° and during the day there 
was a marked decrease in the muscular tone. 

17th.—The urticarial serum eruption reappeared, and there 
was slight pulmonary cedema, and the temperature rose rapidly 
to 103° at night. He was treated with adrenaline and atropine 
and improved considerably. 

18th.—The temperature returned to normal in the morning 
and the muscular rigidity decreased. Milk and eggs were added 
to diet. 

19th.—The bromide was stopped in order to increase the diet, 
as he was becoming somewhat wasted. 

24th.—The abdominal rigidity somewhat increased, so that 
small doses of bromide were recommenced. 

29th.—When the curarine was stopped there was a slight 
increase in muscle tone, especially of the anterior abdominal 
wall, for about 36 hours. 

May 6th.—The bromide was stopped because he continued to 
show mental depression and frequently wept. 

May 15th.—As the mental depression continued, he was given 
large doses of sodium chloride (grs. 30, 3-hourly) with abundant 
fluids by mouth ; within 48 hours he became very much brighter 
and cheerful. After this his recovery was uneventful, and on 
several more recent occasions he has told me that he has 
practically no recollection of the first five or six days in hospital 


eruptions. There was an urticarial eruption, which was 
attributed to the serum and disappeared after adrenaline. 

The tissue removed from the wound was examined 
microscopically, anaerobic cultures were made, and two 
guinea-pigs were inoculated, but by these methods no 
evidence of the presence of Clostridium tetani was obtained. 
These negative findings, however, can in no way invalidate 
the clinical diagnosis. 

I must express my indebtedness to Prof. K. Douglas 
Wilkinson for his kindly and stimulating guidance 
and for permission to describe this case, and also 
thank Prof. E. K. Rideal, F.R.S., with whom I am now 
working, for permission for publication. 
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RoyaL HAMPSHIRE CounTy HospiraL.—The old 
children’s ward at this institution is in future to be used 
for paying and general patients. Twelve beds are to be 
provided at a charge of about four guineas a week. 
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RECURRENT SCARLET FEVER 
By J. R. Heine, M.R.C.S. Eng. 





I was surgeon to a British India freighter bound 
for Australia, and in medical charge of a crew of 
about 80 lascars and 39 training cadets. Eight days 
from home, early in May, 1934, we made an enforced 
call at Dakar, an unhealthy part of the French 
Senegal, West Africa, with a reputation for malaria, 
yellow fever, trypanosomiasis, and most of the 
common tropical disorders. We stayed there ten 
days, anchored about four miles from the quay, 
none but officers being allowed leave ashore. In 
return the number of visitors to the ship was limited 
to agents and workmen, mostly natives, who were 
repairing an engine that had broken down. Some 
vegetables and provisions, but no water, were taken 
on board. The health of the ship remained good 
until about two days before leaving, when a train of 
ill-defined cases began. 


The first"was that of a cadet, aged 18, who complained 
of a severe urticarial rash over his body, which had all 
the appearances of prickly heat. He had no constitutional 
disturbance. Twenty-four hours later he complained of 
headache and feverishness. The rash was now 4 punctate 
erythema of scarlatinal distribution, and his temperature 
was 100-1° F. I reserved my diagnosis. Next morning 
another cadet, of the same age and occupying a neighbour- 
ing bunk, developed the same symptoms. In neither 
case had there been coryza, sore-throat, or malaise. The 
appearance of the rash suggested scarlet fever more than 
anything else ; circumoral pallor was conspicuous, and the 
characteristic lustre of the eyes was also present; so 
although there was no glossitis and only slight injection 
of the soft palate I labelled them both as scarlet fever. 
Two days later a couple more victims, also cadets, were 
added to the list. In one of these, whom I shall call X, 
the signs were more pronounced ; in addition he gave a 
history of previous malaise, and had a marked cervical 
adenitis. I now felt more sure of my ground, despite 
the many suggestions that the illnesses were due to an 
obscure tropical fever contracted at Dakar. 

All the patients progressed favourably, without com- 
plications but also without the desquamation I should 
have liked to support my diagnosis. At Fremantle a 
month later the four cases were duly reported, and a full 
pratique for the Australian coast given us. All was well 
until we arrived at Melbourne. Here another cadet went 
sick with identical symptoms, and I now had the oppor- 
tunity of consulting with the port doctor, and later the 
fever officer, who both agreed that we were dealing with 
an outbreak of mild scarlet fever. The latter, on the 
grounds of uncertainty and the innocence of the symptoms, 
forbore from putting us into quarantine and we were 
allowed to proceed with our full pratique. 

Roughly eight days later, at Brisbane, the patient X 
sent for me complaining of constipation, vomiting, malaise, 
and abdominal pain. His temperature was 102°, his 
pulse-rate 110; the tongue was furred, the facies sug- 
gested an acute abdominal condition, and there was 


definite tenderness at McBurney’s point. The case 
seemed to be a straightforward “‘ acute appendix,” and I 
rushed him off to the Brisbane General Hospital. The 


house surgeon there agreed with my diagnosis, the registrar 
was not quite so sure, and the resident superintendent 
advised expectant treatment. Next morning I found 
the patient in the isolation wing, where his rash, coryza, 
adenitis, injected palate, strawberry tongue, arthralgia, 
and malaise left no doubt about scarlet fever. 


Critics of my diagnosis at Dakar naturally pressed 
home their point—that the same person cannot get 
scarlet fever twice in six weeks. It seemed reasonable, 
however, to assume a connexion between the rather 
hypothetical and the “ text-book ” attacks occurring 
in the one patient, and the following explanation 
is possible. 
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Assuming that the Dakar dingnosia was correct we 
were dealing at that time with an outbreak of benign 
type. It will be remembered that X’s illness at that 
time was more characteristic of scarlet fever than those 
of his companions ; and incidentally, after recovery, 
he complained of troublesome and persistent nasal 
catarrh. My suggestion is that he contracted mild 
scarlet fever, but failed to develop the usual immunity 
and continued to harbour the specific streptococcus 
in his nasopharynx. Six weeks later he reinfected 
himself and developed a more typical attack of the 
same disease. Furthermore, I make bold to suggest 
that in addition he really did have acute appendicitis, 
coincident with his second illness. The signs were 
characteristic and he confided in me later that for 
some days, while he was in hospital, the abdominal 
pain continued, though masked no doubt by his 
other symptoms. I aver therefore that the treat- 
ment he received for scarlet fever also reduced his 
appendicitis to quiescence, and so far it has not 
recurred. 





THE ANTIGENS OF VIBRIO CHOLERA 
By A. D. GARDNER, M.D. Oxon., F.R.C.S. Eng. 


BACTERIOLOGIST UNDER THE MEDICAL RESEARCH 
COUNCIL AND FELLOW OF UNIVERSITY 
COLLEGE, OXFORD; AND 
K. V. VENKATRAMAN, M.D. 

OF THE MADRAS MEDICAL SERVICE 


(From the Standards Laboratory, University of Oxford) 


THERE is a large group of vibrios which have the 
cultural and biochemical reactions of the classical 
Vibrio cholere and a common heat-labile or H antigen, 
but which is divisible into a number of subgroups 
according to the different heat-stable or O antigens of 
its members. The first and most important of these 
subgroups contains all the standard strains of the 
vibrio that we have examined from central labora- 
tories in different countries. 


Agglutination and Absorption Tests 
“Original” and “ Variant’ types of Subgroup I 





Races of classical } O Serum. 


O Serum. 
Type I. T.O. Inaba. 


T.V. Ogawa. 


O Suspen- Subtype Unab- i ae Unab-  ) om 
sions, (Japanese). sorbed. 


(Ogawa). |8°FPed-  (Tnaba). 
In Original 2000 700 1100 0 
Kali 3222 type (T.O.) 2000 1000 1300 0 
Hikojima .. Middle 1000 450 | 800 170 
Shu Kei Shins type(T.M.) 2500 1500 | 1500 100 
Oga . Varied 900 0 2500 2000 
Shillong 610 type (T.V.), 1500 0 4000 2000 


O = 50, the lowest dilution a ieee. 


At an early stage in our research one of us (A. D. G.) 
thought it desirable to look into the claim of certain 
Japanese workers‘ that two or possibly three sero- 
logical types of true V. choler@ exist and cause 
epidemics in Japan. By means of agglutination and 
absorption tests with “type cultures” obtained 
from Japan, the existence of two serological types 
within the “classical” subgroup was readily con- 
firmed—the “original” and the “variant” types. 
The accompanying Table illustrates the kind of 
experiment by which the type-differences may be 
demonstrated. Suspensions in saline solution of 
one-day agar growths were boiled for two hours, 





CLINICAL AND LABORATORY NOTES 


(res. 2,1935 265 
ond used both tor injecting rabbits and, suitably 
diluted, as test-suspensions. The well-marked 
differences of titre with unabsorbed homologous and 
heterologous serums are in themselves enough to 
demonstrate a type-distinction, and this is clinched 
by obvious differences of absorbing power. The 
first strain in each pair is a Japanese type-strain, 
while the second strain of the “ original’’ and the 
“variant ” types are races from India. 

The reality of the third or “‘ middle ” type is not yet 
fully confirmed, though some of our experiments 
indicate that certain of the Japanese races labelled 
“middle” type possess, as they are supposed to, 
both the characteristic antigens of the original and 
variant types. Contrary to the belief of Inouye and 
Karihara, these characteristic antigens are of the 
heat-stable or O type. They are subsidiary or 
additional to the main heat-stable antigen that 
distinguishes them all from vibrios belonging to the 
other subdivisions of the cholera group. It may be 
well to mention that there is still another O 
component common to all the subgroups, which 
causes some cross-agglutination when boiled suspen- 
sions are tested with O serums. 

As the Table shows, the Japanese type-differences 
are in no way confined to Japanese vibrios. Races 
from India, China, and elsewhere show the same 
variations of their subsidiary O antigens, and even 
among the hemolytic vibrios from El Tor (Dr. 
Doorenbos) those that fall into the same O-subgroup 
as the classical cholera vibrio (by no means all of 
them do so) show the same kind of variation. Whether 
these variants are stable or fluctuating is not at 
present known, though Fukushima and Kabeshima 
appear to have transmuted variant type races into 
the middle type by growth in immune serum. The 
Japanese work in general is difficult to interpret 
because the experimental separation of the O and 
the H antigens is either lacking or very imperfect. 
It may, however, be considered as having established 
the existence of two variable antigens within the 
classical cholera subgroup, without proving their 
nature. Recent workers in other countries, such as 
Abdoosh ? and Gohar,*® while making valuable progress 
in the subdivision of the cholera group according to 
its O antigens, have not succeeded in observing the 
type-variation under discussion. 


Our research on the cholera vibrio forms part of an 
investigation instigated by the Office d’Hygiéne of the 
League of Nations with the object of improving the 
serological identification of the vibrio in suspected carriers, 
sporadic cases, and epidemics of cholera. It has been 
done in close coéperation with Mr. P. Bruce White, who 
has continually helped us with materials and with informa- 
tion drawn from his own experimental work, and who 
had himself suspected the existence of type-differences 
among the true cholera vibrios. The statements made 
in this note have been verified by him. 


Our complete findings will shortly be published in 
detail, but since other workers are already investi- 
gating the cholera “types” we thought it desirable 
to put on record this condensed preliminary statement 
of our results. 
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Devizes HospitaL.—This hospital is to be con- 
siderably extended at a cost of £20,000. A nurses’ home, 
more beds, and an isolation block are to be added. 
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MEDICO-LEGAL SOCIETY 


At a meeting of this society, held at 11, Chandos- 
street on Jan. 24th, with Sir BERNARD SPILSBURY, 
the president, in the chair, a paper was read by 
Dr. Norwoop East on 


Murder, from the Point of View of the 
Psychiatrist 


His paper was concerned with an analysis of 235 cases 
of men charged with murder. The legal distinctions 
between murder and manslaughter and the degree of 
turpitude in either were of little significance to the 
psychiatrist. Very frequently insanity was alleged 
when no other defence offered itself. 

In 1924 the number of homicides in England and 
Wales, including murder, manslaughter, and infanticide, 
was 274, out of a population of 38,700,000 ; in the United 
States, with a population of 93,000,000, there were 7788 
homicides; and in Italy (36,500,000) there were 983 
homicides. Murders were usually the result of strong 
emotional reactions, which had full play at ages 16 to 40, 
and were not always controlled by wisdom and experience. 
In 338 cases of murder, the accused was found to be insane 
by the jury in 86 cases, by a statutory inquiry in 2 cases, 
while in 131 cases the murderer or suspect was either 
insane or so emotionally abnormal at the time that he 
committed suicide. 


Of the 235 cases of murder analysed for this paper, 
only 35 were insane or mentally defective. Of the 
200 sane murderers, 31 surrendered themselves to 
the police, a further 40 confessed to the police after 
arrest, and 26 confessed to some other person. These 
figures were important because it was sometimes 
suggested to the medical witness that if a person 
surrendered himself or confessed to having committed 
murder that was in itself an indication of insanity. 
Dr. East contended that this was not always so, as 
a confession might be prompted by remorse, and 
sometimes it appeared to be a gesture of atonement 
to the community for disrupting its security. Or it 
might indicate that the burden of secrecy was too 
heavy to be borne. 

Some 16 per cent. of the sane and 29 per cent. of the 
insane killed their wives ; 31 per cent. of the sane murderers 
killed their sweethearts or paramours, as against 9 per 
cent. of the insane. In methods of killing the order of 
frequency for both sane and insane was: (1) with a sharp 
weapon, (2) with a blunt weapon, and (3) by shooting ; 
12 of the sane murderers and 10 of the insane used more 
than one means of killing. It was often argued that to use 
several methods when one would have effected the purpose 
meant insanity ; but there were instances of sane murderers 
inflicting many wounds. Of the 200 sane murderers, 
46 were led to commit murder on ac:ount of quarrels, 
46 through jealousy, 32 for pecuniary gain, 31 through 
revenge, 15 to remove an inconvenient person, 10 as the 
results of suicide pacts, 8 to avoid arrest, and 12 for 
various other reasons. In many cases the crime was the 
result of more than one factor. 


MOTIVE AND INTENTION 


The chief concern of the psychiatrist was as to the 
motive. Sir James Fitzjames Stephen wrote that 
intention was the result of deliberation upon motives, 
and was the object aimed at by the action caused by 
or accompanied by the act of volition, but that 
intention was frequently understood as being synony- 
mous with motive. Frequently it was said that a 
man’s intentions were good when what was meant 
was that his motives were good. The late Dr. Charles 
Mercier, however, refused to accept a sharp distinc- 
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tion between intention and motive; he could not 
discover that intention and motive differed otherwise 
than in motive being a more distant intention, and 
intention a more proximate motive. Still another 
view was expressed by Prof. William McDougall, 
who considered that motive and intention were 
entirely distinct facts, and there was no distinction 
more important for the proper understanding of 
behaviour. Dr. East suggested that intention, in 
the criminal courts, referred to the objective effect 
which the law-breaker contrived to produce on others 
by his act or omission, while motive referred to the 
subjective effect and its accompanying emotion 
which he sought to produce on himself. The important 
matter to the psychiatrist was whether the motive, 
or apparent absence of motive, was evidence of 
insanity. A murder committed by an insane person 
might appear to have been motiveless, but the 
reason might be disclosed later. But it was unneées- 
sary for the prosecution to prove a motive for a 
murder. Mere inadequacy of motive might be 
insufficient to prove mental alienation, as values 
might vary with time and circumstances, and some- 
times crimes were committed for reasons which 
appeared trivial, though careful and prolonged 
observation failed to reveal any mental abnormality. 
The acquisitive instinct in its most debased form 
appeared to have been the cause of the multiple 
murders of Burke and Hare, George Smith and 
Landru, and perhaps the self-assertive and sex 
instincts were most frequently associated with murder. 
Murders were committed by people whose mental 
condition before the crime had never been mentioned 
or questioned, and whose examination by the mental 
expert afterwards proved negative. When the capital 
sentence on such had been commuted to penal 
servitude for life, their behaviour more closely 
approached the normal than that of any other class 
of criminal. 


EMOTIONS ASSOCIATED WITH MURDER 


The emotions most frequently associated with 
murder were anger, jealousy, love and lust, fear, hate, 
and the feeling of possession. In forming an opinion, 
regard must be had to the different manner in which 
individuals reacted to the ordinary as well as to the 
unusual affairs of life. Dr. East’s own long service 
in this work had led him to admire the way in which 
juries assessed criminal conduct and insane behaviour 
after the different points of view had been presented 
by opposing counsel and the judge. In cases of sex 
murder it was chiefly in connexion with homo- 
sexuality and sadism that the question of mental 
abnormality might arise ; as a rule, crimes of violence 
due to homosexuality presented special difficulties 
to the psychiatrist ; and suicide pacts entered into 
by members of the same sex might be due to this 
condition. Havelock Ellis had defined sadism as 
“sexual emotion associated with the wish to inflict 
pain, physical or moral, on the object of the emotion.” 
In some it might be the sole indication of mental 
abnormality. In 2 cases of multiple murders the 
homicides were sadists, and there was in neither any 
attempt at sexual connexion, full sex gratification 
being achieved by the act of killing. Medical 
examination of victims and the homicides confirmed 
this fact. In masochism the man or woman derived 
sex gratification from physical discomfort or pain, 
or moral humiliation. Sir Bernard Spilsbury had 
said it was likely that some cases of suspected murder 
might be due to masochistic practices. This sex 
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deviation was more common in women than in men. 
Dr. East remarked on the large number of people 
at the present day, in all classes of society, who 
sedulously courted publicity and opportunities for 
personal display. Whether this was due to sex 
exhibitionism or was essentially assertive in character 
he did not say. The phenomenon was met with in 
many criminals. Some, indeed, seemed to commit 
crime so as to attain a brief publicity, and at the trial 
gave their evidence with much resourcefulness and 
self-possession. To some could be applied the term 
invented by Kurt Schneider, “ psychopaths with a 
craving for prestige.” 

The forms of insanity in 300 Broadmoor homicides, 
classified according to the schedule of the Board of 
Control, were as follow : melancholia, 62; delusional 
insanity, non-systematised, 49; systematised, 45; 
mania, 28; primary dementia, 21; alternating 
insanity, 20; confusional insanity, 20; mental 
deficiency without epilepsy, 14; with epilepsy, 2; 
volitional insanity, 9; insanity with epilepsy, 8; 
general paralysis, 3; other insanities, 19 cases. A 
melancholiac might kill a relative under the belief 
that death was in the best interests of the victim. 
In paranoia the homicide usually lacked the bene- 
volent motive of some melancholiacs, and might kill 
in the belief that he would benefit personally and rid 
himself of imaginary obstacles and the machinations 
of his equally imaginary persecutors. These delu- 
sional grievances occupied his mind until an oecasion 
when the emotional attitude accompanying instinctive 
action failed to be inhibited by consideration of its 
probable consequences, and he was forced to exert 
himself and protect what he believed to be his lawful 
interests. In dementia pracox murder might be 
associated with mental elation or depression, and 
with the emotional incongruity so frequently observed 
in this disease. Generally there was present in 
demented subjects a quantitative reduction of 
instinctive urge and emotion in comparison with their 
former reactions. Also, mentally defective persons 
might become insane and might commit murder when 
confronted with this combined disability. 

Intention was of special forensic importance in 
crimes due to alcohol, but medical witnesses were not 
always sufficiently acquainted with the considerations 
given to states of drunkenness by the criminal law. 
Medical evidence might be required in the acute 
alcoholic insanities usually associated with crime— 
mania-A-potu and delirium tremens—and in the 
more chronic forms of alcoholic hallucinatory insanity 
—pseudo-paranoia, pseudo-paresis, and dementia. 
The evidence might show that the accused was 
insane, according to the law: either that he was 
unfit to plead to the indictment at the time of the 
trial, or that at the time of the murder he did not 
know what he was doing or that what he was doing 
was wrong. The alcoholic might continue to drink 
to excess after he had become insane; if he com- 
mitted murder then, the circumstances of the crime 
might strongly suggest that he was so insane as 
not to be responsible according to law, but statements 
made by him after the effects of the recently consumed 
alcohol had passed off might refute this view. In 
such a case Dr. East told the jury that the insanity 
of the homicide disposed him to be affected by 
aleohol more easily than if he weré of sound mind, 
and that, in consequence, he might not know what 
he was doing, or that it was wrong, until he had 
recovered from the intoxication. A _ verdict of 
“Guilty but insane’’ was returned. Epilepsy was 
often alleged to be a cause of murder, but only 
comparatively infrequently was it associated with 
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this or other crime. In addition to epileptic auto- 
matism and epileptic equivalents, epileptic mania or 
furor might be associated with crimes of violence. 
In the former conditions there was no conscious 
motive for the acts committed, while in the latter 
the motive might be conscious but irrational. Homi- 
cidal impulses, when due to mental disease, were 
accompanied by evidences of insanity, and usually 
there was no difficulty in satisfying the jury on the 
matter. Homicidal compulsions might be the only 
evidence of a disordered mind. 

To assess the mental condition of a person who had 
committed crime it was necessary to consider whether 
the symptoms were genuine or were assumed. The 
sane murderer sometimes assumed insanity, and the 
insane homicide might disguise his mental disorder 
so as to convey the impression that he was sane. 
Conversely, if an insane person had no insight into his 
condition, symptoms were assumed sometimes in 
the hope that they would lead to the belief that he 
was insane. No single mental anomaly was so 
frequently put forward in answer to a criminal charge 
as amnesia, though usually there were no grounds 
for supposing the person had previously suffered 
from genuine loss of memory. The condition could 
not be diagnosed on the mere statement of the 
accused. It had been shown by Hopwood and Snell 
that the character of the alleged amnesia period was 
of foremost value. Poisoners were not necessarily, 
nor always, introverted, but few murders were more 
cautiously or secretly planned than those committed 
by these criminals. One of the most dangerous 
insane homicides Dr. East knew was an example of 
extreme extroversion. In later years Dr. East had 
observed a tendency in murder trials to introduce 
abstruse psychological speculations in an attempt 
to exculpate the accused. Such a practice, he con- 
sidered, tended to bring evidence given by medical 
men in courts of law into disrepute. Evidence based 
upon unwarranted psychological assumptions was to 
be avoided, not only because it might lead away from 
the truth, but also because too often it failed to 
differentiate between the explanation and the excuse 
for a crime. 


Discussion 


Dr. HuGu A. GRIERSON said, as one engaged in the 
prison service, that he would welcome a recognition of 
degrees of murder—i.e., a differentiation between the 
passionate type of crime and the type which was 
more deliberate and carefully planned. In 100 cases 
in prison, the notes of which he had studied, the 
majority had a mixture of introversion and extro- 
version. Dr. East’s distinction between motive and 
intent was a timely one. He thought there was a 
motive for every crime, though it might not be 
evident, or if discovered might not be regarded as 
adequate. If there were two or more victims of the 
murderer, the likelihood of insanity was great. As 
to the means employed, blunt instruments seemed to 
be coming into fashion for these purposes. 

Dr. L. E. WeatHerty from his long experience 
held that melancholia played a big part in some 
murders which were apparently motiveless. 

Mr. A. CRAwForD, K.C., detailed a case in which a 
malaria patient had occasional attacks of melancholia, 
during one of which he committed a crime. It was 
pointed out that such a state of toxicity could create 
a want of mental balance amounting to actual 
insanity. 

Dr. E. HopeEweLt AsH said that it was possible to 
forecast to some extent the reactions to life of 
patients suffering from a particular type of mental 
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disease, and with this knowledge much could be done 
to prevent their harmful acts to society. A con- 
siderable proportion of cases of dementia praecox 
between 19 and 25 years of age were potential killers. 

Dr. H. K. SNEtt said that not only criminal but 
most other people had a mixture of extroversion and 
introversion in their make-up. Many authorities 
inclined to the view that these terms should apply 
to states rather than to types, and therefore con- 
sidered that they were dependent on results of 
environment rather than upon inherent qualities. 
Many of the murderers he had examined at Broadmoor, 
particularly melancholics, had been actuated by a 
paternal or protective instinct. 

Mr. G. W. W11son sought to show that the incidence 
of insanity in the British Isles of recent years was 
associated with the preponderance of the female sex 
in point of numbers—namely, to the extent of about 
a million. . 

Dr. J. H. Morton spoke of the difficulty felt by 
many in conceiving how it was possible for a person 
declared insane to yet be in a position to plead ; so 
many people thought insanity was always associated 
with the frantic waving of arms and the uttering of 
incoherent words. 

Mr. A. J. SWEENEY expressed his disapproval of 
capital punishment for murder. 

The PReEstIpENT agreed that in some cases of 
murder the burden of secrecy was too heavy for the 
culprit to bear. His continual cogitation arising from 
his effort to find, by the time of the trial, a plausible 
explanation for his act often resulted in his talking 
aloud. He agreed also that some prisoners were so 
consumed by vanity and the desire to appear in public, 
fanned by the thirst of newspapers for sensation, 
that they would appear at the window of the prison 
to be photographed for newspapers. 
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SECTION OF EPIDEMIOLOGY AND STATE 
MEDICINE 


At a meeting of this section on Jan. 25th, Dr. J. D. 
RoOLieston, the president, being in the chair, Dr. 
H. E. MaGee (Ministry of Health) opened a discussion 
on the 


Assessment of the State of Nutrition 


Agreement in definition, said Dr. Magee, is essential 
for profitable discussion. The term malnutrition is 
often loosely used, the fact being overlooked that the 
state of nutrition is dynamic, not static. Good 
nutrition means that the nutritional processes are 
proceeding in a healthy manner and that the diet 
is such as to make this possible. In its true sense 
malnutrition is the state of disordered function 
brought about by faulty diets. The human organism 
possesses a remarkably wide range of adaptability 
(aptly called by Cannon “ the wisdom of the body ”’) ; 
only when the limits of safety are overstepped do 
pathological defects become manifest. Apart from 
this “ primary” malnutrition, disordered nutrition 
arises indirectly from organic change caused by pre- 
existing disease of the circulatory, nervous, respiratory, 
or endocrine systems, or by former disease of the 
organs of nutrition. The correct treatment of 
primary malnutrition is a well-balanced diet, but 
additional measures are needed for malnutrition of 
“secondary” origin. However difficult it may be 
to draw a rigid dividing line between primary and 
secondary malnutrition, it is desirable to make the 


attempt. Medical histories of children and some 
information about the nature of the family diet would 
help. 

Both the art and the science of medicine are avail- 
able, said Dr. Magee, for assessing the nutritional 
state. As to the art, only experienced physicians 
can give even a fairly accurate estimate of the state 
of a child’s nutrition or make valid comparisons. 
Individual physicians have not the same conception 
of what a well-nourished child is. Recourse to the 
science of medicine implies the employment of 
physiological measurements, but it must be noted 
that the physique of the body at a given moment 
is a measure of the balance between income and 
expenditure of food during the whole previous life, 
and is not an index of normality at the time. It is 
for example no more correct to call a child mal- 
nourished who has been stunted by previous protein 
deficiency, but whose body functions well in proportion 
to its bulk, than a bandy-legged youth who is playing 
a strenuous game of football. Primary malnutrition 
is most likely to produce effects on body physique 
at the periods of most rapid growth. Calcium and 
phosphorus seem to act as limiting factors for absorp- 
tion of carbohydrate, and so indirectly for growth 
or energy production. To what extent frustrated 
growth impulse can be corrected later we do not 
know ; many types of organic change can be little 
ameliorated by subsequent good feeding. 

To decide whether the nutritional functions of a 
child are satisfactory, Dr. Magee admitted, is difficult. 
Whether this state of nutrition can be assessed by 
purely physiological methods remains to be dis- 
covered. In practice simplicity and ease of per- 
formance are essential. Intellectual assessment 
belongs more to the school teacher. Voluntary 
movements can be assessed by some form of physical 
efficiency test; at Dr. Magee’s suggestion several 
medical officers are testing the lumbar pulls of school- 
children by a special dynamometer. Cathcart has 
found the ratio pull/weight in pounds to be constant 
in public schoolboys within 10 per cent., but the 
method is applicable only to children over 8 years 
old. Normal children can stand steadily without 
discomfort or evidence of gross instability for 20 
minutes or more; unfit children break down inside 
ten minutes. By this method muscle tone and 
circulation are tested. Finally, suitable tests for the 
efficiency of the involuntary functions offer wide 
field for research. To obtain scientific evidence of 
functional derangement before organic change sets 
in would make prevention possible in the true sense. 
Too little is known about the normal variations of 
hemoglobin in children to assess its significance. 
One blood constituent only, said Dr. Magee, gives 
pre-symptomatic indication of disordered metabolism ; 
it has been shown that a high phosphatase level is 
an indication of impending breakdown in calcium 
and phosphorus metabolism. 

Dr. J. G. Wootnam (Manchester) stressed the view 
that the body is a machine and that function, not 
appearance, must be the object of tests. He showed 
that the product of the vital capacity, the sitting 
height and weight, and a factor gave results comparable 
to what one would expect the functional performances 
of elementary and secondary school-children would 
respectively be. * He believed that prenatal mal- 
nutrition is important. 

Dr. R. H. Simpson (L.C.C.) suggested that in 
estimating a child’s nutritional state he must be 
studied as a whole and as an individual. The first 
question must be “Is this child healthy?” and 
wetiology could come later. Single observations of 
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height and weight are of no value and may be actively 
misleading, mere bulk not being necessarily meritori- 
ous. Thus M. Critchley had shown that out of 3000 
children, while 21 per cent. were below the standard 
of height and weight, only 8 per cent. were mal- 
nourished by clinical standards and half of the latter 
were normal by the height and weight test. The 
objections to methods of precision were that they 
only measured a very limited number of factors ; 
that too little is known about those factors and 
that averages are our only standards. 

Dr. J. C. SPENCE (Newcastle-upon-Tyne) complained 
of the lack of a definition of “‘ malnutrition ’’ and 
stated that comparable areas in Northumberland 
showed a percentage of malnutrition varying from 
7°5 to 0-54 per cent.; he would like to discard the 
word entirely. In estimating nutrition the clinician 
must know what is the desirable and attainable 
standard of physique and health for that age and 
sex ; he must have the clinical knowledge to distin- 
guish between faulty diet and underlying disease, 
and he must have a knowledge of dietetics in order 
to confirm his diagnosis. Dr. Spence suggested that 
we are working on a debased average standard since 
by taking thought—and a few vitamins—we might 
add a cubit to our stature; and he would like the 
public health authorities to provide standards from 
children who had always had good food and never 
suffered from serious infectious disease. We had 
nothing in this country comparable to the tables 
compiled by Baldwin in Iowa. He would also like 
to have standards for teeth and for anatomical 
development as shown by X rays. He agreed that 
the growth chart must be the standard of weight, 
not isolated observations. Each of us, Dr. Spence 
thought, has a preconceived picture of malnutrition 
which might or might not be correct and the safest 
and most satisfactory course was to concentrate 
on the study of deficiency diseases, one of the few 
groups of disease that a physician can cure and 
perhaps the most satisfactory of all to treat. He was 
in favour of special centres for the study of nutrition, 
both for research and to arouse in the practitioner 
that alertness towards dietetics which is essential 
if errors are to be corrected at an early stage. 

Dr. ROBERT UTCHISON (president of the society) 
said that there was no subject on which more muddled 
thinking had taken place than on nutrition and 
dietetics; he was afraid that the discussion that 
evening had shown that it was not entirely confined 
to the lay press. He emphasised the idea that 
malnutrition is entirely a clinical concept and that 
qualitative as well as quantitative factors must be 
considered, as in the thin but healthy child; mere 
height, he said, like mere bulk, is also not in itself 
meritorious. Dr. Hutchison also mentioned the 
comparative unimportance of vitamins. 

Dr. J. ALison GLover (Board of Education) had 
lately had a great many estimations of nutrition to 
do in a short time and he relied on observations of 
mucous membranes, eyes, skin, posture in motion 
and at rest, &c., care being taken to compare children 
of exactly the same age and sex. He classified the 
children into four groups. Group A were the 
supremely healthy children, easily spotted on entering 
the room and a joy to watch. Group B were the 
average. Group C showed slight signs of subnormality. 
Group D were definitely malnourished. He showed 
tables from which it appeared that in a high-class 
preparatory school 50 per cent. of the boys were in 
Group A, whereas in a central elementary school in 
a good district 29 per cent., in an elementary school 
in a poor area 9-6 per cent., and in an area with severe 


unemployment only 6 per cent. were in this group 
Dr. Glover’s tables suggested that a kind of crisis 
in nutrition occurs at about the ages of 6 and 12 in 
boys and 10 in girls. 

Dr. F. C. SHrRvuBSALL (L.C.C.) reminded the audience 
that studies in physique and nutrition were begun 
as long ago as 1883 by the Anthropometric Committee, 
and that in his own experience he had found that 
measurements of height, weight, chest girth, and 
arm dimensions were closely correlated with the 
nutritional state and were a useful check on clinical 
observations for inexperienced observers. 

Dr. W. A. Datey (L.C.C.) said that it was proposed 
to weigh all L.C.C. school-children at six-monthly 
intervals in order to plot the growth curves and so 
select children for special examination and treatment. 
An alternative would be to have more frequent 
medical examinations of all children but this would 
be less effective and more costly. 

Dr. L. W. Barren would prefer the terms 
“dietetic” and “non-dietetic’” to “ primary ” 
and “secondary,” and emphasised the difficulties 
in distinguishing between these two conditions. 


In reply, Dr. MAGEE said that the clinical method 
was not necessarily true. We might convince ourselves 
and our immediate friends of our capacity to diagnose 
malnutrition on clinical grounds, but scientists and 
politicians needed objective data before they would 
be convinced. 


SECTION OF COMPARATIVE MEDICINE 


AT a meeting of this section on Jan. 23rd, Prof. 
J. B. Buxton, being in the chair, Prof. J. BArcrort, 
F.R.S., opened a discussion on 


Hemoglobinuria 


It is accepted by most people, he said, that the 
glomerulus acts as a filter to the blood plasma and 
not as a secretory agent, but opinions differ con- 
cerning the activities of the tubules. There is 
evidence for both secretion and absorption; it was 
possible that both mechanisms are utilised. Recent 
work of Bayliss, Kerridge, and Russell had shown 
that molecules heavier than 70,000 are retained in 
the plasma, while those that are considerably lighter 
pass through the glomerular capillaries. Hemoglobin 
has a molecular weight of 68,000 and thus occupies 
the borderline. The question whether more than 
one form of hemoglobin is present in the circulation 
is not conclusively settled ; several forms have been 
identified by the method of electric diffusion, but it 
is possible that hemoglobin is altered by this method 
of analysis. Again it has been said that two kinds 
of hemoglobin can be identified in human blood, one 
being resistant to alkalis and the other non-resistant. 
The work so far is not entirely conclusive. Quite 
recently it had been shown by R. Hill and G. Thorell 
that the hemoglobin of muscle differs from that of 
the blood in having a much lower molecular weight, 
a different affinity for oxygen, and a different spectrum. 
If such a hemoglobin is liberated into the blood it 
would doubtless pass more readily through the 
glomerular capillaries than the normal blood hemo- 
globin. 

Prof. F. C. MINETT gave an account of the hemo- 
globinurias and myoglobinurias of domestic animals. 
He classed the former ztiologically into those due 
to (1) parasites, including bacilli; (2) lowered resist- 
ance of the red corpuscles; and (3) unknown causes. 
The myoglobinurias were subdivided into the para- 
lytic myoglobinuria of horses and epizoétic myo- 
globinuria of cattle. The former occurs in horses 
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after severe exercise followed by a rest. On being 
led out the animal exhibits painful stiffening of the 
muscles and may die after a few days. The urine 
is pigmented and may be as dark as stout. Post- 
mortem examination shows degeneration and necrosis 
of the voluntary muscles which appear pale, like 
fish muscle. The problem as to whether the pigment 
in the urine is derived from blood or muscle was 
settled by B. Carlstrém in Sweden in 1930; he 
showed that it was myoglobin. The citrated plasma 
may be free from pigment, but in one instance where 
appreciable amounts were present it was shown to 
be myoglobin. Horse muscle is exceptionally rich in 
glycogen, and it is thought that the damage to the 
muscle is caused by excessive formation of lactic 
acid in exercise. Experimental confirmation of this 
view has been provided by the observation that 
feeding horses with beetroots predisposes to the 
disease. It has also been shown that injection of 
muscle extract into animals is followed by myo- 
globinuria, the renal threshold apparently being low 
for this substance. 

Dr. N. HamILton FarR_ey said that nothing was 
known of myoglobinuria in man. Sulphemoglo- 
binemia had been recorded, but it does not appear 
to be followed by sulphemoglobinuria. It would be 
of interest to know the molecular weight of this 
substance. Oxyhemoglobinuria follows liberation 
into the blood stream of this pigment by hemolysis. 
Less is known of methemoglobinemia; probably a 
concentration of at least 1 per cent. is needed in the 
blood before it appears in the urine, but most 
examples of methemoglobinuria are unaccompanied 
by methemoglobinemia. Hemoglobinuria may occur 
in man through the action of a lysin, as seen in 
incompatible transfusion and paroxysmal hzemo- 
globinuria ; through bacterial infection, especially 
with B. welchii; through protozoal infections, 
notably malaria, blackwater fever, and piroplas- 
mosis; through metabolic disturbances, vegetable 
and chemical poisons, vascular disorders, and in 
certain blood diseases. 

Dr. Fairley went on to show a remarkable similarity 
between the symptomatology and histology in 
blackwater fever and in incompatible blood trans- 
fusion. There is, he said, some evidence of a quanti- 
tative reaction in the latter condition, as no fatality 
had been recorded with amounts under 350 c.cm. 
and no reeovery with amounts over 540 c.cm. Black- 
water fever can be produced experimentally in 
monkeys by inoculation with Plasmodium knowlesii. 
In such instances there is oxyhemoglobinemia and 
methemoglobinemia. In some the kidney tubules 
are silted up with deposits of pigment, in others the 
tubules show degeneration alone. In both types of 
case, however, there may be a substantial rise in the 
blood-urea. Nitrogen retention is not therefore 
altogether dependent upon blockage of the tubules 
with pigment. The underlying cause of blackwater 
fever is not certainly known, but there can be little 
doubt of the action of a hemolytic agent. 

Colonel F. P. Mackre demonstrated by lantern 
slides the histological changes in the kidneys of 
monkeys and human cases of blackwater fever. 
The glomeruli are not obviously altered but the 
tubules show severe degeneration and desquamation 
of their lining epithelium, and their lumina are 
blocked in many places with strongly eosinophil, 
amorphous debris, and casts. There are no vascular 
changes, nor evidence of active inflammation. 

Observations on the clinical features of blackwater 
fever and of hemoglobinuria in man and domestic 
animals were made by other speakers, 
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AT a meeting of this society held on Jan. 28th, 
Lord Horper took the chair. A discussion on the 
treatment of 


Minor Maladies of the Foot 


was opened by Mr. A. S. BLUNDELL BANKART, whose 
address appears on p. 249. 


Mr. N. Sr. J. D. Buxton said the experience of 
many orthopedists was that, after the amputation 
of a painful extended little toe, the fourth toe often 
extended in a similar way, and a corn arose on the 
first phalangeal joint, so that the pain was merely 
transferred. Pitfalls of diagnosis could often be 
avoided by radiography. When there was pain in 
the second or third metatarso-phalangeal joint, 
abnormalities might be seen in the heads of the meta- 
tarsal bones due to osteochondritis—rounding, flatten- 
ing, or alteration in texture. In the early stage the 
changes in the epiphysis were comparable with those 
of coxalgia: fragmentation and sclerosis of the 
fragments, with flattening of the head on healing. 
Mr. Buxton illustrated these appearances with 
radiograms. Foot-strain, he said, frequently affected 
the top of the longitudinal arch. The scaphoid 
normally ossified in one centre, but there was not 
infrequently an ossicle on the extreme inner side. 
This was usually, but not necessarily, bilateral, and 
was sometimes the cause of a failure to cure foot- 
strain by the ordinary methods. It was undoubtedly 
a congenital abnormality, and it was more liable to 
pain if injured. The foot must be rested for a longer 
period than in ordinary foot-strain. Manipulation 
was unsafe and removal of the ossicle was contra- 
indicated. Osteochondritis of the heel might cause 
pain in heavy children, and this occurred usually in 
boys. 


Mr. P. JENNER VERRALL observed that it was only 
necessary to watch an Eastern coolie or dancer to 
realise the absolute mobility and postural tone of 
his muscles. Orthopedists had learnt recently that 
the mobility of the foot was the primary considera- 
tion, and that arch-supports were much to be con- 
demned, together with the common orthopedic 
practice of prolonging the inner side of the heel 
instead of merely raising it. Mere prolongation 
formed an added stiffness, which had almost the 
same effect as certain abominable proprietary stif- 
feners. He made a practice of manipulating the 
feet very forcibly, and afterwards of restoring pos- 
tural tone. If operation were to be performed for 
hallux valgus at all, the excision of the head of the 
first metatarsal was the only procedure, but the 
condition—especially in young people before arthritic 
conditions arose—was often not really a valgus but 
a varus deformity of the first metatarsal: this bone 
went inwards and the toe was held by the stiff toe- 
cap. Excision in young children was totally wrong ; 
if the transverse arch were supported the valgus 
would be automatically corrected. Hallux ridigus 
was a traumatic arthritis of the first metatarsal joint, 
and often occurred in children through kicking a 
solid object by mistake. Operation was contra- 
indicated. The disability was that of the after- 
coming foot where the toe would not dorsiflex ; the 
metatarsal bar would cure by relieving the strain. 
In older people, if the tenderness and pain were not 
under the head but on the dorsum, produced by a 
succession of osteophytes, this portion of the bone 
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shduld not be excised ruthlessly; he believed in 
dorsal excision, leaving the head of the bone. The 
adducted little toe was often a congenital deformity 
and could be amputated. The little toe, like the 
appendix, was a disappearing organ, and therefore 
especially liable to become deformed. The “ march 
fracture ’’ of the war had started with a traumatic 
periostitis due to abnormal action of the interossei. 
It was always worth while radiographing the foot 
when a metatarsus was swollen, and looking for 
periostitis or even a fracture. The condition was 
common in hospital probationers. 

Mr. NORMAN LAKE confessed that he was a die- 
hard and still believed in the existence of a longi- 
tudinal arch. From the evolutionary point of view 
the heel was an essentially human character, neces- 
sary to maintain the upright carriage. The os calcis 
developed against two forces: the pull of the calf 
muscles behind and the pull of the plantar fascia in 
front, and was bound to grow downwards and back- 
wards. If it were removed the arch would dis- 
appear. Secondly, as 99 per cent. of the human race 
used footwear, the modern civilised foot and not the 
habitually bare foot must be regarded as normal. 
The arch was said to be maintained by the postural 
tonus of the various muscles of the thigh, but in 
fact it was a fairly fixed structure which did not 
need postural tone to balance it. Tone was only 
about one-fifth of the normal contractural pull and 
could not hold an arch against the body-weight. It 
was impossible to reduce the arch under spinal 
anzsthesia. 

Mr. G. H. Cort remarked that the longitudinal 
arch of an athlete training for a race became enor- 
mously increased from day to day, but he had known 
an outstanding three-miler with absolutely flat .feet. 
He himself had suffered from acute flat-foot during 
convalescence from pneumonia, and had gained 
relief only from two proprietary supports, against the 
use of which he had always warned his students. 

Mr. J. E. H. Roperts inquired why it was not 
permissible to remove a detached portion of scaphoid. 
He had performed this operation on an incapacitated 
tennis player and enabled her to return to her game. 

Mr. HERBERT TILLEY said that he had been 
afflicted for years with a corn on the right little toe. 
A kind friend had once pared this corn off under 
local anesthesia and there had seemed to be a bursa 
underneath it. The same night he had suffered 
acute agony. In the country, where he lived, it was 
a commonplace that osteo-arthritic conditions in the 
metatarsal joints predicted a change in weather by 
lancinating pains; his corns did the same. He 
inquired how long the patient should lie up after the 
amputation of a little toe ; the torture, inconvenience, 
and general misery were, he said, a serious con- 
sideration. 


Mr. BANKarRT, in reply, said that he had never 
seen any trouble follow amputation of the little toe. 
The patient should be about again in a fortnight, 
and able to walk on it in another week. The weather 
prophecy was, he thought, due rather to a change 
in the barometer than in the weather itself. He did 
not like excising the head of the metatarsal in a 
child, but preferred to treat the arthritis by physical 
measures. An acutely painful arch could often be 
relieved by a splint, but supports were bad for the 
chronic flat-foot, which could nearly always be cured 
by manipulation. He had removed the tubercle of 
the scaphoid without harm, which could hardly 
result except from adhesions or fibrosis on the inner 
side of the joint. 
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At a pathological meeting of the institution held 
on Jan. 17th, with Dr. J. Murray BuiGu, the presi- 
dent, in the chair, a paper dealing with 

Renal Function after Nephrectomy 

was read by Dr. Howarp G. HANLEY. Our knowledge 
of the effects of removing the kidney, he said, was almost 
entirely derived from work done on animals ; accord - 
ingly the object of his own inquiry was to examine the 
results of nephrectomy in human beings, collecting 
the cases from as many different sources as possible 
and subjecting them all to the same investigations. 
The latter comprised estimates of blood-urea and 
non-protein nitrogen (N.P.N.), MacLean’s  urea- 
concentration test, and the van Slyke clearance test. 
During the past six years 101 cases had been followed 
up, and 34 of them had died. The initial mortality— 
i.e., death before leaving hospital—was 17-8 per cent., 
while the mortality within 12 months rose to 28-7. 
The initial mortality of the pyonephrosis group was 
the highest (27-5 per cent.) while the hydronephrosis 
group was the lowest (13:3). Nephrectomy for 
hydronephrosis, calculi, and tuberculosis offered the 
best prognosis, with total mortalities of 20, 22, and 
23 per cent. respectively. One group consisted of 
5 cases of nephrectomy for ? tuberculosis or hematuria, 
but post mortem chronic nephritis only was found. 
After nine months all these patients had died. In 
the surviving patients the average van Slyke clearance 
value was 70-7 per cent.—i.e., just below the normal 
75-120 per cent. range. This showed, first, that 
patients with only one kidney do not possess a normal 
renal reserve, and secondly, that in the van Slyke 
test we have a means of showing a loss of 50 per cent. 
functioning renal tissue—which is more than the 
urea-concentration test and the blood-urea and 
N.P.N. will do. In only 10 cases in the whole series 
was the N.P.N. over 40 mg. per 100 ¢c.cem., and in 
only 5 was it over 50. 

In the discussion which followed, Dr. R. W. 
BROOKFIELD said that Dr. Hanley had done a service 
in drawing attention to the inadequacy of non-protein 
nitrogen estimates as an index of renal function. 
He had recently had under observation a young adult 
suffering from chronic azotemic nephritis with 
symptoms of uremia in whom the N.P.N. figure was 
only 40 mg. per 100 c.em. Van Slyke’s test gave, 
however, a percentage clearance of 15, and a closely 
similar figure was obtained when the test was repeated 
using Fowweather’s modification. After ingestion of 
the urea the N.P.N. rose and remained in the region 
of 100 mg. for several days. Dr. Hanley’s figures for 
the results of nephrectomy for so-called essential 
hematuria were illuminating, and the fact that all the 
patients were dead within a year suggested that surgical 
measures should only be adopted with reluctance. 

Dr. E. T. Baker-Bates said that Dr. Hanley’s 
paper was useful to the clinician because it demon- 
strated the large immediate and remote mortality 
of nephrectomy, the value and limitations of the 
urea-clearance test, and the occurrence of frank 
hematuria as a manifestation of chronic nephritis. 
For surgical purposes the estimation of renal efficiency 
was a relatively simple problem ; usually no diagnosis 
was required, and it was enough to say whether the 
excretory powers were adequate to allow of removal 
of the diseased kidney, or (in prostatic obstruction) 
whether operation should be done in one stage or 
in two. In medicine renal function tests were dis- 
appointing. In the gross cases a purely clinical 
examination of the urine (including deposit) and of 
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the cardiovascular system would often demonstrate 
renal insufficiency. Blood analysis gave disappointing 
results ; the amount of nitrogen retention seemed to 
bear no relation to the extent of renal damage, obstruc- 
tion of urinary flow producing much greater nitrogen 
retention than kidney lesions. Fishberg had divided 
renal functional failure into two stages: in the first 
there is loss of concentrating power (renal hypofunc- 
tion) and in the second there is accumulation of 
excretory products in the blood (renal insufficiency). 
It followed that different renal function tests would 
be required to detect these stages. The urea-clearance 
test of van Slyke, especially as modified by 
Fowweather and combined with the urea-concentra- 
tion test of MacLean and de Wesselow, was far more 
sensitive than any other at present in use. The 
combined urea-clearance and concentration test had 
the value of demonstrating extrarenal factors (cardiac, 
circulatory, alimentary, dehydration) which might 
modify the results of other renal function tests. To 
be of value, these tests must be repeated and 
compared at intervals; an isolated observation gave 
no indication of prognosis or of the presence or absence 
of permanent damage. A close liaison must be main- 
tained between the physician and surgeon if the high 
mortality present in nephrectomy was to be reduced. 
Prof. HENRY COHEN ascribed certain cases of 





“essential hematuria” to the painless infarcts ‘of 
advancing renal arterio-sclerosis. He discussed the 
effects of limited protein intake on the urea content 
of plasma and instanced a case of huge bilateral 
renal calculi, forming casts of the calices, which had 
been present for over 12 years without appreciable 
deterioration in the physical state of the patient or in 
his renal efficiency, despite an average consumption of 
two bottles of liqueur brandy daily for over 10 years. 

Mr. J. T. MORRISON said he was somewhat taken 
aback by the heavy post-operative mortality and 
had been seeking to account for it. In cases of 
pyonephrosis the technical difficulties were often 
enormous, and perhaps it was not surprising that 
many of these patients succumbed. The blame for 
this should be laid, however, upon the fact that such 
patients came late for operation—sometimes after 
years of treatment. The same applied to cases of 
calculus. He could see no reason, however, for the 
mortality quoted by Dr. Hanley in cases of hydro- 
nephrosis, and he thought this figure (20 per cent.) 
should be much lower. In tuberculosis, where one was 
dealing not with a primary condition but with a focal 
lesion in a patient suffering from tuberculosis, the 
reported mortality was not altogether unexpected. Mr. 
Morrison thought that these figures would stimulate 
surgeons to further investigation of underlying causes. 
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Housing at the Census of 1931 

In his discussion in our last issue (p. 225) of the 
merits and defects of the Housing Bill, Lord Balfour 
of Burleigh expressed the hope that the results of the 
survey of housing requirements which the proposed 
Bill requires every local authority to make would 
be checked and amplified by the holding of a census 
in 1936. That is a wish which every public health 
worker would endorse and one which is likely to be 
strengthened rather than weakened by the Registrar- 
General’s report, just issued on the housing of the 
population as recorded at the census of 1931.1 This 
volume contains not only the various tabulations of 
dwellings, rooms, and families for the different areas 
of the country, but is prefaced by a discussion of 
their most striking features and of several special 
investigations (delayed in publication) which have 
been carried out. At this census there was recorded 
in England and Wales a total of 9,399,535 
‘*‘ structurally separate dwellings,’ the definition of 
this unit being in general “‘ any room or suite of rooms 
intended or used for habitation having separate 
access to the street or to a common landing or stair- 
case to which visitors have access.” This figure 
represents an increase of 17‘8 per cent. over that 
registered in 1921, and one has to go back 100 years 
to find an equal rate of output per 1000 population. 
Absolutely the decennium 1921-31 stands far in 
advance of all other intercensal periods. The largest 
increase has been in the 4-5 roomed house, which in 
1921 numbered somewhat less than four millions 
and in 1931 very nearly five millions, while at the 
same time houses of 9-10 rooms decreased by some 
29 thousand. In spite of the rise in numbers it may 
be inferred from the relatively low figure for tenantless 
houses in 1931 that the supply, especially of 4-5 room 
dwellings, had not at that date outdistanced demand 
to the extent reflected by the figures representing 
pre-war conditions of housing sufficiency. 

It is the frequency and distribution of families 
which primarily govern housing demands, and it is 


1 Census of England and Wales, 1931. Housing Report and 
Tables. H.M. Statiovery Office. 6s. 6d. 
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important to realise that the increase of population 
may be a wholly misleading index of the change 
in families. Actually in 1921-31 the population 
increased by 5°5 per cent., families by 17°1 per cent., 
or more than three times as fast. Families of two 
or three persons account for nearly half the total, 
a feature which is by no means new but has become 
increasingly pronounced in the last 20 years. The 
large increase in the number of families during the 
decennium is probably to be explained by the fact 
that the housing shortage of the war and subsequent 
years prevented large numbers of persons from setting 
up as separate families. Analysis by density of 
occupation reveals the urgent need for action. In 
1931 there were more than 50,000 families living at 
densities of four or more persons per room, over 
180,000 at densities of three or over, and 397,000, 
or 3°9 per cent. of all families, fell within the density 
category of “more than two” persons per room, 
the customary index of overcrowding. It must, 
of course, be noted that between 1921 and 1931 there 
has been much improvement. It is not encouraging, 
however, to note that the census records from 
selected estates set up by some of the larger local 
authorities show a small but definite proportion of 
overcrowded houses—side by side with a class of 
families whose allotment of house room is much more 
generous than that which must have been originally 
contemplated in State and rate-aided schemes. 
It is certainly somewhat surprising as well as disturb- 
ing to find from the figures for the specimen districts 
selected that the sub-letting element should have so 
quickly assumed such proportions as about one 
boarder in every nine families in Becontree and one 
in every six families in Manchester. This investiga- 
tions lends much weight to the clauses of the Housing 
Bill directed against overcrowding. 

The Registrar-General concludes this excellent 
report with a discussion of the housing requirements 
of the immediate future—up to 1941. By that date 
he estimates a minimum of 1,200,000 new dwellings 
will be required, while a more desirable total would 
be still half a million higher. 
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Cellular Respiration 
By Norman U. Mevtprum, M.A. Edin., Ph.D. 
Cantab., Beit Memorial Research Fellow. London : 
Methuen and Co., Ltd. 1934. Pp. 116. 38. 6d. 


Tuts little book, which is one of Methuen’s Mono- 
graphs on Biological Subjects, more than fulfils the 
aim of the series—‘‘to give brief but authoritative 
accounts of the present state of knowledge, and to 
convey information which can be obtained only at 
the cost of considerable time and trouble by a person 
who is not engaged in that particular branch.” It 
is doubtful whether even the expert in tissue 
metabolism can obtain anywhere else so neat a 
picture of the respiratory mechanisms of the cell 
as we understand them to-day. 

The book is the work of a young man. Yet Norman 
Urquhart Meldrum, whose tragic death in 1933 was 
a severe loss to biochemical research, shows in it a 
remarkable sense of perspective. For the last 
decade tissue respiration has been studied in a storm 
cloud of controversy. The Cambridge school, where 
Meldrum obtained his training and experience, has 
always been individualistic in outlook and often 
militant in policy. Meldrum’s book is of great 
interest to the specialist in that it gives the latest 
views of that school on several vexed subjects ; 
in particular on glutathione. Meldrum himself 
did some of the best work of his short career on the 
physiological behaviour of that enigmatic compound. 
His book is sane, accurate, and concise. At the 
time of his death it was not quite ready for press, 
and Mr. D. E. Green of Cambridge was reponsible 
for its completion. In an introduction Dr. Joseph 
Needham and Mr. Green give a short description of 
the character and outlook of the author. The 
“intellectual vigour and assurance quite out of the 
ordinary, and a remarkably fine historical sense ”’ 
which they there ascribe to him will be appreciated 
by anyone who reads the pages that follow. 





Text-book of Pharmacology and 
Therapeutics 
Tenth edition. By ArtHur R. CusHNy, M.A., 
M.D., LL.D., F.R.S., late Professor of Materia 
Medica and Pharmacology in the University of 
Edinburgh. Revised by C. W. Epmunps, A.B., 
M.D., Professor of Materia Medica and Therapeutics 
in the University of Michigan; and J. A. GuNN, 
M.A., M.D., D.Se., Professor of Pharmacology 
in the University of Oxford. London: J. and A. 
Churchill Ltd. 1934. Pp. 786. 25s. 


Tuis text-book has probably done more to stimulate 
interest in pharmacology during the past 30 years in 
English-speaking countries than has any other publica- 
tion. On the death of Prof. Cushny, Profs. Edmunds 
and Gunn were entrusted with the task of preserving 
this valuable work, and while they had to introduce 
many changes in the ninth edition to bring it into 
line with the tenth revision of the United States 
Pharmacopeia, they contrived to maintain its 
critical and vigorous spirit. They have successfully 
continued that policy in the present edition, though 
still greater changes in the text were required to 
bring it into accord with the British Pharmacopezia, 
1932. A new section is that concerned with liver 
and stomach preparations employed in the treat- 
ment of pernicious anemia, and extensive alterations 
have been made in the articles on the pharmacology 
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of iron and bismuth, on the chemistry of digitalis, 
on the vitamins, and on the hypnotic group of drugs, 
new members of which are appearing almost daily 
to bewilder the practitioner. The arrangement of 
the articles has been altered in some places, and 
Cushny’s preface to the eighth edition has been 
replaced by an excellent short biographical note 
of the original author “lest an oncoming generation 
of students and practitioners may forget that the 
man was greater than the book.” 





Recent Advances in Ophthalmology 
Third edition. By Sir Stewart DvuxKe-Exper, 
D.Se. St. And., Ph.D. Lond., M.D., Ch.B., F.R.C.S., 
Ophthalmic Surgeon and Lecturer in Ophthalmo- 
logy, St. George’s Hospital. London: J. and A. 
Churchill Ltd. 1934. Pp. 434. 15s. 


It is evidently intended in the successive editions 
of this work not to review the whole range of 
ophthalmology but to concentrate on different 
parts of it, so that with the issue of a new edition 
the earlier ones do not become obsolete until the 
cycle, having been completed, is resumed. This 
edition deals in its first part with certain physiological 
problems to the solution of which the author has 
himself made significant contributions. The subjects 
dealt with include the permeability of the capillaries, 
the nature of the intra-ocular fluid, the circulation 
of the aqueous humour, the nature, structure, and 
chemical constitution of the vitreous, the normal 
intra-ocular pressure, the causes of its variation, 
and the methods of tonometry. A chapter is devoted 
to the physiological action of the following drugs 
on the eye—atropine, eserine, pilocarpine, adrenaline, 
pituitrin, cocaine, ergotamine, histamine, choline, and 
nicotine. 

The second and longer part of the book deals with 
recent advances in our knowledge of certain selected 
diseases of the eye. In connexion with the etiology 
of intra-ocular infections, on which there is still 
little agreement, the theory of allergic sensitisation 
and methods of treatment by foreign proteins are 
discussed. It is suggested that by the injection of 
foreign proteins the mechanism of immunity receives 
a fillip that excites it to renewed activity. The 
author makes a point which might well be noted by 
all enthusiasts in serum and vaccine therapy— 
that to deal clumsily with the mechanism of immunity, 
of which we really know very little, may lead to 
disaster. The treatment of ocular tumours by X rays 
and radium is described in a subsequent chapter, 
and recent work on trachoma is summarised, including 
the researches of Noguchi, of which the results have 
so far proved disappointing. In the chapter on 
the cornea the forms of herpes are differentiated 
and the pathology of the specific herpetic virus and 
its possible connexion with varicella discussed, 
as is a condition described first by the author himself 
under the name of “ keratitis sicca ’’ due to deficiency 
of the lacrymal secretion. The technique of the 
treatment of corneal ulcers by ultra-violet light is 
clearly set out. 

The subject of keratoplasty is treated at some 
length. The modern operation is founded on that 
of von Hippel (1888) who, using a large trephine, 
removed a disc from the opaque cornea 4 to 5 mm. 
in diameter and extending down to Descemet’s 
membrane, replacing it by a similar disc consisting 
of the whole thickness of the cornea of a dog 
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The stages by which the operation was improved by 
Elschnig, Ortin, Castroviego, and Tudor Thomas are 
summarised. After a large number of experiments 
on rabbits the operation has now become practicable 
on the human patient in selected cases. <A point 
stressed by Tudor Thomas is that any adherence of 
the iris invariably results in opacity and vascularisa- 
tion of the graft. The possibilities of contact glasses 
in conical cornea, a high degree of astigmatism, and 
certain other conditions occupies a chapter; their 
theoretical advantages are obvious, and in exceptional 
cases they have been worn with success for years. 
The scleral fit is one great difficulty, as any defect 
in this respect is sure to cause conjunctival irritation. 
Other disadvantages are the difficulty of manipula- 
tion, the great expense, and the risk of breakage. 

A great deal of practical research stimulated by 
Gonin’s work has been done in the operative treatment 
of detachment of the retina since the previous edition 
of this work was published. At present the method 
of multiple diathermic ignipunctures according to the 
method of Safar appears to be in most favour. A 
less known condition discussed is Lindau’s disease, 
angiomatous growths affecting not only the retina 
but other parts of the body and especially the 
cerebellum. In many cases the disease is familial. 
The last chapters concern the morphology, patho- 
genesis, and treatment of cataract, throw new light 
on glaucoma, and include a short discussion of the 
pathogenesis of sympathetic ophthalmitis. Much 
that was in the earlier editions has been omitted, 
including whole sections on embryology and on the 
neurology of vision. 





Human Anatomy : Double Dissection Method 


By Duptey J. Morton, Associate Professor of 
Anatomy, College of Physicians and Surgeons, 
Columbia University. In two vols. New York: 
Columbia University Press. 1934. Pp. 265-550. 
308. 

THESE volumes have considerable interest, for 
they mark an effort on the part of the teachers of 
anatomy to meet the curtailment of the time allotted 
to study of their subject by intensifying the course, 
making it into an arrangement of rapid ‘ double- 
dissections.”” A system by which students dissected 
the body twice was employed in one or two of the 
London schools some 50 years ago, but the relative 
scarcity of subjects renders such methods imprac- 
ticable now. This, with various other reasons, makes 
this book less suitable for use by British students, 
but does not lessen our admiration for the ingenious 
attempt to employ to their best advantage the 
inadequate time allocated to anatomy. The work is 
done by dissectors in pairs, the first dissection 
covering large structures and viscera, the second 
being mainly directed to nervous and vascular details. 

Many minor matters are associated with these 
courses, and the volumes are concerned only with these, 
giving in brief form the objects of the dissections 
and the directions for attaining them in proper 
sequence. These have evidently been considered and 
arranged with great care, and stand a critical examina- 
tion successfully. A certain amount of connected 
information is given, and outlines are provided to 
be filled in by the student. The volumes are not 
intended to replace the text-book, on which the 
student must still depend. Some years of experience 
lie behind the work presented here, and its object 
is to keep up the “examination standard ” even if 
the time allowance is cut down. Of course something 
must suffer in such an effort, and we fancy it is the 


quality of dissection ; no doubt an anatomist of the 
old school would be seriously perturbed, but the 
modern one has different standards, and tMe artistic 
defects of his pupils do not so easily shock him. 

It is encouraging to see that American schools 
contain, as well as theorists, apt to consider that a 
superstructure does not require a firm foundation, 
practical men who are determined to give this 
foundation in spite of obstructive forces. 





Surgical Applied Anatomy 

Ninth edition. By Sir FrepericK TReEves, Bart. 

Revised by Prof. C. C. Cooycr, M.D., F.R.C.S. Eng. 

London: Cassell and Co., Ltd. 1934. Pp. 720. 

14s. 

EVERYONE will be pleased to see a new edition of 
this well-known work, which has long been a classic. 
Prof. Choyce has been compelled to prune further 
what he terms the “ anecdotal surgical anatomy of 
Treves’s time’ to make room for the detail found 
useful to-day, a task which he has carried out with 
great circumspection. Some of the embryological 
data to which references are made might be reviewed 
with advantage in future issues, when attention 
could be paid also to the time of closure of skull 
sutures as given by Todd and Lyon. The book will 
hold its pride of place among the other works on 
surgically applied anatomy. 





Planned Parenthood 
A Guide to Birth-control. 


London : 
38. 6d. 


Modern Marriage and Birth Control 


By Epwarp F. GrirritaH, M.R.C.S., L.R.C.P. 
London: Victor Gollanez. 1935. Pp. 221. 5s. 


WHETHER there is a real demand for the great 
number of books now being issued on the technique 
of marriage and the sex life and the control of fertility 
is a question that may be left to the publishers for 
decision. The subject is certainly one of wide interest 
and importance, and if the successive books tend to 
repeat the matter of their predecessors, that fact 
ceases to be apparent when they are presented to 
different readers. The two books which we are 
now considering have a general similarity of aim, 
but there is this difference: that whereas ‘“‘ Dr. Mary 
Denham ”’ is primarily concerned with contraception, 
treating the related subjects as introductory and 
subsidiary, Dr. Griffith treats at length of marriage 
and the sex life and of contraception as a necessary 
incident. 

1. “ Planned Parenthood ”’ is, as its title implies, 
a practical manual of contraception. It is addressed 
to ‘all married couples who wish to control the 
size of their families and to space the births of the 
children,” and, assuming them to be unacquainted 
with anatomy or physiology, it aims at giving such 
clear and simple instruction as will enable them to 
carry out the necessary procedure with reasonable 
security against failure. And this it does with 
remarkable efficiency and a commendable economy 
of words. The directions for the use of the various 
appliances, mechanical and chemical, are detailed, 
explicit, and perfectly lucid, and the non-scientific 
reader is further helped by a number of clear and 
simple illustrations. For the purpose which the 
author has in view, nothing could be more completely 
efficient than this unpretentious little volume. 

2. Dr. Griffith’s book, as we have said, covers 
a wider field ; and it is reinforced by no less than 


By Dr. Mary DENHAM. 
George Newnes Ltd. 1935. Pp. 136. 
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three forewords, by Lord Horder, The Rev. T. W. 
Pym, and Mr. Claud Mullins. Like the previous book, 
it treats at length and in detail of the various methods 
of conception control, but the larger part of the work 
is devoted to the sex life, and especially to the manage- 
ment of the definitely sexual aspects of married life. 
There is an excellent chapter on the anatomy and 
physiology of the sex organs, including the endocrine 
glands which affect the sexual functions; another 
devoted to the problems of the engaged couple ; 
and others treating of the hymen, the technique of 
coitus, the spacing of children, and so forth. There 
are, also, in the chapter on abortion, sterility, and 
sterilisation, some wise and cogent observations on 
inherited diseases and defects; and the chapter on 
sex education contains sensible advice on the manage- 
ment of the growing child. The book is, in fact, a 
very complete vade mecum of all those aspects of 
sex which are of interest and importance to normal 
people, and especially to the newly married or those 
contemplating marriage. 


Murrell’s ‘*‘ What to 
Poisoning ”’ 


Fourteenth edition. By P. Hamir1, M.D., D.Se., 
F.R.C.P., Lecturer on Pharmacology and Thera- 
peutics at St. Bartholomew's Hospital Medical 
College. London: H. K. Lewis and Co., Ltd. 
1934. Pp. 204. 5s. 


In its new edition this book has been reset in 
larger type, and accounts of certain new poisons 
and their antidotes have been added. It forms a 
useful practical handbook which can be criticised 
only in one respect—that the directions for treat- 
ment are rather too brief. More details of the 
measures advocated might with advantage be sup- 
plied ; for example, neither artificial respiration nor 
gastric lavage are fully described, and “ coramine 
injection ’”’ would be a more useful injunction if the 
appropriate dosage were indicated. In other respects 
the book can be warmly recommended as a compen- 
dium of orthodox methods in the treatment of 
poisoning. 


do in Cases of 





De Venarum Ostiolis 


By HreronymMus Fapricius of Aquapendente, 
1603. Facsimile edition with introduction, trans- 
lation, and notes by K. J. FRanNKLIN, D.M., Tutor 
and Lecturer in Physiology of Oriel College, and 
University Demonstrator of Pharmacology, Oxford. 
Springfield, U.S.A.: C. T. Thomas; London: 
Bailliére, Tindall and Cox. Pp. 98. 13s. 6d. 


Fabricius is remembered for having been the 
first to draw public attention to the existence of 
valves in the veins of the extremities, and thus for 
having provided Harvey with a clue that started 
him on the path that led to his discovery of the 
circulation. Fabricius, an anatomist, thus made the 
first step which, as Dr. Franklin points out, is hard 
to make, and his failure to appreciate the correct 
physiological significance of his discovery cannot be 
laid to his charge, for he interpreted his discovery 
in the light of current knowledge, or what passed 
for such. 

This book is not merely a reprint and translation 
of the work of Fabricius on the venous valves, but 
carries also a bright and instructive biography. 
Fabricius appears to have been a successful practi- 
tioner as well as a professor of anatomy and surgery, 
and to have attended Galileo amongst other distin-. 
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guished men of his day. His influence as a teacher 
was profound, as Padua was then the most famous 
medical school in Europe and students flocked there 
from Poland and Germany as well as from other 
parts of Europe. According to Dr. Franklin, 
Fabricius was the creator of comparative anatomy, 
and also included embryology in his lectures. His 
pupil Harvey profited by both as all who read his 
works must recognise. In addition, Fabricius gave 
courses in operative surgery that were much appre- 
ciated by his pupils; he taught for 50 years and had 
a comfortable estate to which he eventually retired ; 
when he died he left a fortune of 200,000 ducats, 
which seems to be the equivalent of about £40,000. 
His work on the venous valves was dedicated by 
Fabricius to the German students at Padua because 
of their keenness on anatomy. In return they 
presented the master with two silver vases. It 
would be interesting to know if these vases can still 
be traced, or whether, like Harvey’s silver coffee 
pot, they have disappeared. The history of early 
work on the venous valves is also described by Dr. 
Franklin in a critical review that adds greatly to the 
value of the book. The existence of valves in certain 
veins was known before Fabricius, but these earlier 
observations were meagre, incomplete, and con- 
tradictory. Fabricius made his discovery in 1574, 
and used to demonstrate the valves publicly in his 
lectures from 1578-79 onwards. He allowed his pupil 
Alberti to publish a description of them in 1585, 
and did not publish his own account until 1603, 
29 years after he had discovered them. Dr. Franklin 
describes the old anatomical theatre of Fabricius, 
which is still standing at Padua, and adds a biblio- 
graphy of this celebrated work on the venous valves. 
This book, which is a valuable and scholarly 
contribution, is published by the History of Science 
Society of Washington with the aid of funds contri- 
buted by the Carnegie Corporation of New York. 


B-Vitamins in Foodstuffs 


Bidrag til Spdrsmaalet om Relationen ‘mellen 
B-Vitaminerne og Erndringens Indhold af Protein, 
Fedt og Kulhydrat. (With an English Summary.) 
By P. Voct-M6LLER, M.D., reservelaege ved 
St. Elisabeth’s Hospitals Medicinske, Afdeling, 
Kébenhavn. Copenhagen: Levin and Munksgaard. 
1934. Pp. 165. 10 Danish crowns. 


Tuis thesis for the degree of M.D. of the University 
of Copenhagen deals with the relationship between 
the B-vitamins and the protein, fat, and carbo- 
hydrate content of the food. The work was begun 
while the author was studying in America and 
England in 1928 and 1929. The question he raises 
is of importance not only in regard to the quantita- 
tive determination of the B-vitamins, but also from 
a clinical standpoint. His investigations, conducted 
with white mice, led him to the conclusion that 
vitamin B, (+B,) bears a quantitative relationship 
to the carbohydrate content of the diet, and that 
vitamin B, bears a similar relationship to the fat 
content of the diet and probably also to its protein 
content. It was observed that, with a rich fat diet, 
less vitamin B, seemed to be required than when 
the mice were fed on a well-balanced or particularly 
rich carbohydrate diet. The results of this most 
painstaking research are largely recorded in the form 
of tables, and a good English summary is supplied, 
so this Danish work should be easily understood by 
workers unfamiliar with the language in which it is 
presented. 
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Tropical Medicine 


Second edition. By Sir LEoNARD RoGers, K.C.S.L., 
C.LE., M.D., F.R.C.P., F.R.C.S., F.R.S., Maj.-Gen. 
I.M.S. retd., late Medical Adviser to the India 
Office; and Sir Jonn W. D. Mecaw, K.C.LE., 
B.A., M.B., Maj.-Gen. I.M.S. retd., Medical Adviser 
India Office. London: J. and A. Churchill Ltd. 
1935. Pp. 547. 15s. 


Ir must be a source of satisfaction to the authors 
of this useful book that a second edition has been 
called for within a period of five years from the first. 
This handy volume has been planned as a student’s 
manual and not as an exhaustive text-book purporting 
to deal with all phases of tropical medicine. On 
this account, and also on its merits as an accurate 
and readable text-book, it is much used in the medical 
schools of India. In this edition it has been brought 
well up to date, notably in the sections on etiology 
of beri-beri and pellagra. The one serious defect 
is the unsatisfactory nature of the illustrations. 
The charts are too small and the legends often 
illegible ; and the composite coloured plates consisting 
of objects of varying sizes, from helminthic eggs 
to bacteria, without any intelligible standard of 
comparison, set a bad example to the student. In 
a future edition the authors would be well advised 
to make drastic changes in this respect because 
in all others their text-book well fulfils its purpose. 





Experimental Physiology for Medical 


Students 


Second edition. (Revised and enlarged edition of 
Anrep and Harris’ “ Practical Physiology.”) By 
D. T. Harris, M.D., D.Se., F.Inst.P., Professor of 
Physiology, London Hospital Medical College. 
London: J. and A. Churchill Ltd. 1934. Pp. 248. 
With 230 illustrations and plate in colour. 12s. 6d. 


Tue character of this book is exemplified in its 
description as a “laboratory manual.” The student 
is addressed in the second person, and the detailed 
instructions he needs are given with economy of words. 
The numerous illustrations include, as before, many 
photographs of apparatus, but the number of line 
drawings has been increased with great advantage. 
No doubt can be left in the student’s mind about 
what he has to do and how he is to do it, while 
sufficient theoretical matter is given in outline to 
place each experiment in its proper perspective and 
to show its significance. Demonstration experiments 
are indicated as such, and the meaning of successive 
steps made clear. Practically every section includes 
or leads up to experiments on the human subject, 
and the requirements of the medical student have 
obviously been kept in mind; even the chapter on 
nerve culminates in a useful account of the effects 
of galyanism and faradism in man. The book has 
been brought up to date in many ways, and includes, 
for instance, experiments on temperature control 
and water diuresis and suggestions for work on the 
chemical transmission of the nervous impulse. The 
advent of the thermionic valve and photo-electric 
cell is seen in several diagrams illustrating the wiring 
of modern recording apparatus, and in some experi- 
ments the replacement of the induction shock by 
condenser discharge is suggested. The scope of the 
book has been widened by the inclusion of working 
directions for using the Haldane blood-gas volumeter ; 
previously only the author’s own apparatus was 
described. It is unfortunate that the method given 


for calibrating the Barcroft differential blood-gas 
manometer is out of date and mathematically 
unsound. The chapters on the special senses and 
pharmacology are adequate for their purpose, and 
the appendices useful. 

When a book, such as this, has been designed to 
cover the whole field of experimental physiology, 
even to the reticulo-endothelial system, it is unfair 
to criticise the choice of experiments. The aim has 
obviously been to leave no branch of the subject 
untouched, and in those branches of physiology 
where experiments abound to choose only those which 
have a clear, and preferably human, significance. 
On the whole the selection has been excellent, and 
the student using this book will obtain consider- 
able insight into the theoretical aspects of physiology 
as well as the technical background of much that 
he reads elsewhere. 


NEW INVENTIONS 


NEEDLE-HOLDING FORCEPS 


In the needle-holding forceps shown in the 
illustration an attempt is made to combine the 
advantages of the Gillies needle-holding scissors with 
the ordinary type of forceps in general use. In 
addition, they are designed to reduce fatigue and to 
increase the rapidity with which suturing can be per- 
formed. By placing the thumb ring above the upper 
blade, the forceps are brought into the axis of the 
hand, much in the same. way as that in which a 
revolver is held. This has the double advantage of 
improving the steadiness of aim and of enabling the 
movements of suturing to be performed by simple 
pronation and supination of the forearm, without 
bringing any other muscles into use. The jaws are 
hollowed, to prevent bending of small needles, and the 
top one is fenestrated to permit of angulation of the 
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needle if necessary. The catch and thumb release are 
modified versions of those used in Mayo’s needle- 
holding forceps, and combine light control with 
positive action. The terminal } inch of the scissor 
blades is provided with minute serrations, to prevent 
any possibility of wet catgut slipping through them. 
Owing to the central type of catch used, wear of the 
scissor blades is reduced to a minimum, and they can 
be readily resharpened when necessary without 
altering the alignment of the jaws of the instrument. 

The forceps have been made for me by Messrs. 
Allen and Hanburys Ltd., and have proved a great 
advance over any existing types in general use. They 
are intended chiefly for extra-abdominal use and are 
too short in their present form for pelvic operations, 
but they can easily be modified for the latter by having 
the shafts lengthened to the necessary degree. 


D. A. Beartire, M.B., B.S. Lond., 
Resident Medical Officer, Royal Northern Hospital. 
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TRAUMATIC SHOCK 

To explain the condition called ‘ shock,’ which 
so often develops after accidents involving severe 
trauma, three factors have been cited—the absorp- 
tion of a toxin from the injured tissues, the local 
loss of fluid into the affected area, and the discharge 
of harmful stimuli through damaged nerves. It 
has proved hard to plan experiments in which 
the particular influence of each of these factors is 
plainly distinguishable, and the difficulty of the 
subject has been increased by attempts to find an 
explanation that will cover not only traumatic 
shock but also the collapse following intestinal 
obstruction, peritonitis, handling of the intestines, 
or severe burns. In their investigation at the Royal 
College of Surgeons of England, described in the 
January issue of the British Journal of Surgery, 
Mr. LAURENCE O'SHAUGHNESSY and Dr. Davip 
SLOME have confined their attention to the form 
of shock encountered in war or on the roads. 

The main evidence for the toxemic theory of 
shock is of two kinds. First, there is its apparent 
similarity to the circulatory collapse that follows 
injection of histamine, coupled with the demon- 
stration that histamine can be extracted from fresh 
animal tissues. Secondly, a series of experiments 
have shown that shock does not develop when 
the circulation to a traumatised limb is interrupted 
—presumably, it has been thought, because the 
toxin formed in the injured tissues could not be 
absorbed. In one experiment the amputated 
limb of a cat was connected with the blood circula- 
tion of another cat, and it was found that crushing 
blows on the amputated limb produced a fall of 
blood pressure in the donor animal; obviously 
the nervous factor was ruled out. O'SHAUGHNESSY 
and SLOME have repeated this experiment, and 
their conclusion is that the fall of pressure is due to 
loss of fluid into the amputated limb, combined 
with the trauma which the experiment necessarily 
involved for the donor. Criticisms of the experi- 
ments in which shock is prevented by arterial and 
venous ligature are made on several grounds. 
If both arteries and veins are occluded, the factor 
of fluid loss is excluded, and at the same time it is 
possible, as O’SHAUGHNESSY and SLOME suggest, 
that the anemic limb is also an anesthetic limb. 
Venous ligature, when confined to the femoral 
or common iliac veins, is insufficient to prevent 
absorption of histamine injected into the thigh 
muscles ; and when effective occlusion is obtained 
by tying the femoral vein and its tributaries in 
the groin, the external, internal, and common 
iliac veins, and the inferior vena cava and its 
transverse iliolumbar tributary, early and severe 
traumatic shock can still be produced by injuring 
the limb. O’SHAUGHNESsyY and SLOME have carried 


out a number of perfusion experiments, allowing 
saline to flow under slight pressure through a 
cannula inserted into the femoral artery before and 
after trauma to the thigh, and report that no 
depressor effect was observed such as would 
be expected if the saline was perfusing through 
tissues containing toxin. This result might be 
criticised on the ground that the pressor influence 
of the saline neutralised the depressor influence 
of the toxin, but it was found that histamine 
injected into the thigh muscles during the perfusion 
was followed by an immediate fall of blood pressure. 
The analogy between the collapse of shock and that 
of histamine poisoning is, after all, not so very 
close. After death from histamine “ shock ” 
the internal organs are engorged, the heart is 
well filled, and the liver and kidneys drip blood 
on section—findings very different from the pale 
viscera and omentum and the poorly filled heart 
observed after trauma. Moreover, the dose of 
histamine, under conditions of slow absorption 
required to cause collapse, is out of proportion to 
the small amount obtainable from the thigh muscles. 

Last May, under the same heading, we drew 
attention to the work of A. BLALocK in the United 
States, who has tried to arrive at a true measure 
of the amount of fluid loss into the lower limb in 
experimental shock : by hindquarter amputation and 
weighing he showed that this was great enough to be 
a serious factor in the collapse. O'SHAUGHNESSY 
and SLoME have repeated his observations and 
confirmed the results. They conclude, however, 
that the extent of the fluid loss does not run 
parallel with the degree of shock, and they believe 
that the nervous factor is really the most 
important. They found that trauma applied to a 
limb after section of obturator as well as of femoral 
and sciatic nerves (the site of section having been 
previously anesthetised with novocain) was not 
followed by shock. Induction of spinal anezs- 
thesia also delayed or prevented the onset of 
shock, and—more significantly still—recovery of 
the blood pressure from shock level occurred 
after induction of spinal anesthesia in four 
animals in which it had already fallen as the result 
of trauma. The interest of this observation lies 
in the possibility of its application to practice— 
though contrary to the general teaching that spinal 
angsthesia is dangerous when blood pressure is low. 
The investigators at present do no more than 
outline the direction in which they think the 
accepted modes of treatment might be modified, 
but they are convinced that attempts to com- 
pensate for fluid loss by means of intravenous 
therapy are largely ineffective. Hitherto, apart 
from the perfunctory administration of morphia, 
too little attention has been paid to the nervous 
side. In their inquiries spinal anesthesia was 
the one therapeutic measure that would raise 
and maintain the blood pressure of a traumatised 
cat whose pressure had sunk to 20 mm. Hg, but 
they recognise the possibility that some better 
method of controlling nociceptive impulses may 
be devised ; even the injection of a local anzs- 
thetic into the damaged area might be helpful. 
Whether right or wrong in their views on the 
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causation of the shock, O'SHAUGHNESSY and 
StoE are clear that the beneficial effect of spinal 
anesthesia is a fact—and one which ought to be 
examined further. 


PHARMACY AT THE CROSS-ROADS 


THE Pharmaceutical Society, assembled in state 
and féte last week at Grosvenor House, London, 
gave public thanks for its continued association 
with the Privy Council. A report of the speeches 
made at the banquet appears on another page. 
Recent legislation has now conferred tremendous 
responsibilities on the Society, for the Act of 1933 
entrusted it with comprehensive self-government. 
Under the new by-laws approved last August 
every person registered as a pharmacist shall 
by virtue of being so registered be a member 
and shall be subject to the by-laws of the Society 
in force for the time being. A person who ceases 
to be registered as a pharmacist shall thereupon 
cease to be a member. No person (apart from a 
student-associate) who is not registered as a 
pharmacist shall be a member of the Society. 
The situation has been brought about as a result 
of the departmental committee appointed in 
1926 by the Earl of BaLrour, then Lord President 
of the Council, to consider whether any modifica- 
tions were needed in the. Poisons and Pharmacy 
Acts. Its nearly unanimous report, published in 
January, 1930, contained the draft of a Bill which, 
after passage through Parliament, issued as the 
Pharmacy and Poisons Act, 1933. Part II. of this 
Act introduced new provisions for the sale of 


poisons and set up a Poisons Board as an advisory 


committee to the Home Secretary. Part LI. 
reconstructed the membership of the Pharma- 
ceutical Society, providing for the appointment 
of Privy Council nominees to its council and the 
setting up of a statutory disciplinary committee. 
As Lord BLANESBURGH indicated at the banquet, 
no one raised any objection to pharmacists being 
entrusted with their own discipline except the 
pharmacists themselves. The Act received Royal 
Assent in June, 1933; some sections of it were 
brought into operation on Oct. Ist, 1933, others 
not until the beginning of 1934. In November, 
1933, the Poisons Board was constituted with 
18 members, 5 appointed by the Society, 4 by the 
Home Office, the remainder by various interested 
bodies with the Government chemist ex officio 
and Sir GERALD BELLHOUSE as chairman. In 
July, 1934, the statutory committee was constituted 
with five members appointed by the Society, and 
Sir ERNLEY BLACKWELL, as chairman, appointed 
by the Privy Council. 

The effect of all this has been to create a 
profession of pharmacy with an organisation 
resembling in many ways that of the medical 
profession. The closed register has not been asked 
for or granted without guarantee that its possession 
will be used not simply for the enhancement of 
status and prestige of its members, but for the 
well-being of the community ; Lord BLANESBURGH 
welcomed the attitude of impartiality which had 
shown itself in the work and aim of the Pharma- 
ceutical Society. But in the long run the status 


of pharmacy will be determined by that of its 
individual members and there is before them, as 
Sir Henry DALE pointed out, a difficult and rather 
urgent choice. In the past the pharmacist has 
been the friend and helpmate of the medical 
practitioner, and this was natural at a time when 
so many of the remedies employed in medical 
practice were compounded by the druggist in his 
dispensary. There was then the most simple and 
natural coéperation between them. But for a 
long time past there has been a gradual shrinkage 
in the number of old-fashioned remedies, with 
substitution by serums, vaccines, biological and 
bacteriological preparations of many _ kinds, 
vitamins, and so forth which require the assistance 
of the expert at every stage. The B.P. 1933 
is only a beginning, and there is to be not only 
revision of the pharmacopeia at _ ten-yearly 
intervals, but addenda of various kinds will 
appear at intervals as interpolations in the decennial 
revisions. At the same time there is an ever- 
growing tendency for the manufacturers of these 
synthetic remedies to come directly into touch 
with the medical profession, thereby eliminating 
the individual pharmacist. The question is: 
Are the members of the Pharmaceutical Society— 
and this will soon mean all practising pharmacists— 
prepared to forgo their kindly function of adviser 
to the medical profession on the nature and value 
of the preparations they supplied, and be content 
to become mere purveyors of boxes and packets, 
albeit the merits of these are often substantiated 
in the most conclusive way. Sir Henry Darr’s 
words are timely. It would be nothing short of 
a calamity if, just when the Pharmaceutical 
Society has become indispensable in designing and 
executing the new materia medica, the individual 
pharmacist were to surrender his time-honoured 
relation with the individual practitioner for lesser 
and more specious objects. We look confidently 
to the new organisation of the Society to care 
for its interests at both ends of the profession. 


STERILISATION OF DRESSINGS 


THE days when the whole sum of human know- 
ledge was within the compass of one mind are 
long past, but till comparatively recent times 
many crafts have been complete in themselves. 
The artist made his canvases and ground and 
mixed his colours; the physician collected and 
extracted his herbs, or knew how to do so; and the 
surgeon prepared his own suture materials. To-day 
all skilled workers rely so completely upon the 
manufacturer for their supplies that any know- 
ledge they may possess of the methods by which 
these are produced is largely adventitious rather 
than necessary. The surgeon, however, who 
carries the whole responsibility for his patients’ 
welfare on his shoulders cannot entirely absolve 
himself from a working knowledge of the processes 
by which his art is served, where they may fail, 
and how they may be improved. Surgical advance 
is becoming less a matter of new operations than 
of improved technique made possible by better 
equipment ; the provision of such equipment is 
the sphere of the manufacturer, but the demand 





must come from the surgeon, who in turn must 
understand the principles upon which the manu- 
facturer is working. These considerations apply 
with especial force to the methods of attaining 
asepsis, the basis of modern surgery. 

This question of surgical asepsis is raised by a 
series of papers dealing with the sterilisation of 
surgical dressings, contributed to the December 
Bulletin of the American College of Surgeons by 
technical experts and representatives of hospital 
administration. The surgeon usually takes the 
modern autoclave for granted, and relies implicitly 
upon its efficacy. He will therefore be surprised 
to learn what complicated mechanism goes to its 
construction and what constant care and super- 
vision is needed to keep it in perfect order; he 
may be a little disturbed to realise how many 
loopholes there are for error. Bacteria, like all 
living matter, contain about 15 per cent. of protein 
and 85 per cent. of water. They may be destroyed 
either by dehydration, or by coagulation of their 
protein content. Dehydration requires a degree 
of heat that will also scorch any animal or vege- 
table fibre and impair its structure; while the 
method may be used to sterilise metal or earthen- 
ware, it is for this reason useless for the prepara- 
tion of dressings. The coagulation of protein, on 
the other hand, can be assured at comparatively 
low temperatures by a combination of heat and 
moisture. For practical purposes it may be 
accepted that pure steam at a temperature of 
250° F. will kill all bacteria and their spores in 
half an hour; this temperature is attained at a 
pressure of 15 lb. An autoclave therefore depends 
upon the employment of steam under pressure 
and the complete replacement of air by steam is 
essential to its action. The efficient evacuation 
of air requires not only well-designed apparatus 
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and frequent attention to the valves; it also 
depends materially upon the nature of the materials 
to be sterilised and the way they are packed and 
arranged in the sterilising chamber. Air is heavier 
than steam and the movement of both gases in an 
autoclave is from the top to the bottom, where 
the air escapes. Steam must be allowed access 
not only between individual packages, but to the 
interstices of the materials themselves. It has 
been proved that the usual package of towels or 
surgical dressings will require from two to three 
times as long for permeation with steam if laid 
horizontally as if placed on edge. Tight packing 
will hinder, loose arrangement favour, the sterilising 
process. It is shown in these papers that the 
presence of a residuum of air in an autoclave will 
vitiate its efficiency in many ways. The pressure 
gauge indicates the temperature of the chamber 
only when it contains pure steam. When air 
remains, the temperature varies greatly in different 
parts of the sterilising box, the ultimate tempera- 
ture that can be secured is reduced, the time 
required for securing a uniform temperature is 
greatly increased, and the permeating properties 
of the sterilising medium are seriously reduced. 
An autoclave containing air is not of necessity a 
steriliser. 

Post-operative wound infections are uncommon 
at the present day, but not unknown. Some are 
undoubtedly the fault of members of the team ; 
others may be traced to catgut, but this source 
is often unjustly blamed. Contamination by 
dressings imperfectly sterilised should however 
be impossible in a modern hospital, and on these 
grounds it would be well if the principles and 
precautions outlined in these articles could be 
brought from time to time before the personnel in 
charge of the sterilising apparatus in all institutions. 


ANNOTATIONS 


VITAL STATISTICS FOR 1934 


THE Registrar-General has issued a provisional 
statement of the figures for birth-rate, death-rate, 
and infant mortality during the year 1934. 


Infant 
Death- mortality- 
rate. rate, 
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England and Wales .. oe en 
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The smaller towns are those with estimated resident 
populations of 25,000-50,000 at the 1931 census. The 
birth- and death-rates for England and Wales as a whole 
are calculated on the estimated mid-1934 population, 
the remaining rates on the estimated mid-1933 populations. 
The birth-rate is based on live births, the death-rate on 
erude deaths. 


The birth-rate for England and Wales shows an 
increase of 0-4 per thousand above the low record 
of 1933, and is noteworthy, the Registrar-General 
remarks, as being the only increase recorded since 
1920, except in 1928 when there was a very slight 
improvement of 0-1 following an exceptional fall 
in the previous year. The (crude) death-rate is 0-5 
below that for 1933, and only 0-4 above that for 
1930, which is the lowest recorded. The infant 


mortality-rate is 5 per 1000 below that for 1933 
and is the lowest recorded, the previous lowest being 
that for 1930 (60). The rates are provisional and are 
issued for the information of medical officers of 
health, but they are not likely to require substantial 
modification. 


THE BIRTH-STRUGGLES OF PSYCHO- 
PATHOLOGY 


THE outcome of a personal stocktaking on the 
part of a physician who has had some years of practice 
in psychopathology is printed on another page. 
Dr. Emanuel Miller explained to the members of the 
medical section of the British Psychological Society 
that it was in the belief that others, like himself, are 
dissatisfied with the authoritarian attitude of certain 
schools, as well as with the indeterminate doctrines 
of others, that he had chosen his subject. If one 
surveyed the wide field of psychopathology from a 
distance, he added, one saw a very luxuriant growth. 
But when walking down the furrowed ranks one per- 
ceived many tares and weeds mingled with the 
healthy wheat, and it seemed likely that the harvest 
would yield to the psychopathologist bread so 
contaminated with alien substances that only gargan- 
tuan digestion could handle it. He himself had come 
to the harassing problems of neurosis and psychosis 
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after having studied in the calm groves of the academic 
mental sciences, sitting at the feet of McTaggart, 
Ward, Russell, and Moore. This approach might have 
disadvantages but it implied the possession of instru- 
ments designed not only to dissect phenomena but 
sharp enough to make clean logical cuts in the material 
with which one had to deal. At first such cuts tend 
to be too severe; the attempt to expose a clean 
academic skeleton results only in the removal of the 
very living tissue of the mental life. But the period 
of scepticism passes, to be succeeded by the sensible 
conclusion that after all there is a lot to be said for 
the theories of the many warring schools. Dr. Miller 
himself emerged with the belief that on the whole 
the greatest security is to be found in the funda- 
mental doctrine enunciated by Freud, realising, 
however, that conviction of the overwhelming truth 
of one or two items of a doctrine may only too easily 
make us accept all the others in the same canon. 
He holds that the student of Freud finds himself in 
a region which is more intelligible than is that on 
which the schools of Jung and Adler are built, but 
that even here concept has been piled upon concept, 
and a veritable baroque architecture has been 
constructed, imposing and attractive, of which the 
foundations are not always secure. It is one of the 
canons of modern architecture that buildings should 
not merely please the eye but that they should be 
functional and definitely related to the ground upon 
which they stand. Dr. Miller, in the presidential 
address which followed these introductory remarks, 
has certainly contributed towards the establishment 
of psychological structure on a sounder biological 
foundation. 


ROYAL FREE HOSPITAL: ANNUAL DINNER 


MANY generations of students, in more than one 
London hospital, have had reason to be grateful 
to Mr. G. P. Mudge for tuition in biology which 
exactly fits their needs. The clear coloured diagrams 
on the board, so easily reproduced in note books, and 
the pithy summary of the ground covered which 
concluded each lecture are long remembered, while 
by his concise exposition of complex biological 
concepts, such as theories of evolution or heredity, 
Mr. Mudge stimulated some at least of his pupils to 
further productive study. The graceful tributes paid 
him by Miss E. H. Jebens, F.R.C.S., when proposing 
his health, were received with enthusiasm by the large 
company assembled at the Savoy for the Royal Free 
Hospital dinner, over which he presided on Jan. 24th. 
It emerged that he had served the London School of 
Medicine for Women for 30 years, and he confessed 
to have derived so much pleasure from this service that 
he could wish his term of office to be extended for at 
least as long again. Speakers at this dinner included 
Dame Louise Mecllroy, M.D., Dr. Frank Howitt, 
Sir Thomas Carey Evans, F.R.C.S., and Miss Addison 
Phillips. Dame Louise, who has recently resigned from 
the chair of obstetrics and gynzcology at the school, 
spoke warmly of its fine traditions and wished it in 
the future even greater and more prosperous days. 
The chairman, in reply, spoke of the progress achieved 
during the year, and of the losses sustained by the 
school through death or retirement, making specially 
sympathetic reference to the life and work of Lord 
Riddell and of Lady Berry. Dr. Howitt found terms 
of appreciation nicely appropriate to each of the 
principal guests, and conveyed by his friendly manner 
a cordial welcome to the many unnamed ones. Sir 
Thomas Carey Evans, in response, told of the valuable 
work done by medical women in India, where of 20 
medical colleges five catered for women, whose services 
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were not only needed but welcomed by the Indians. 
He spoke in optimistic vein about the progress of 
tropical medicine. For example, whereas formerly 
99 per cent. of the victims of kala-azar died, now the 
case-mortality rate was less than 5 per cent. ; similarly 
of those afflicted with ameebic dysentery, twenty 
years ago 80 per cent. died, and now less than 1 per 
cent. of the cases proved fatal. Miss Addison Phillips 
also responded, with many wise quips equally applic- 
able to practitioners of either sex. Doctoring, as she 
said, isan uphill job from start to finish. The 
public’s efforts at “doing without a doctor” robs 
the profession of fees temporarily and adds to their 
difficulties at a later stage of the illness; no one 
attempts, she added, to do without a dentist, knowing 
that the result could only be one great holocaust. 
She confessed to appreciation of a good bedside 
manner, having little use for the brusqueness which 
is said to veil a good heart, and concluded with some 
friendly advice to doctors—e.g., (1) don’t treat patient 
as if he were a fool, he may not be; (2) don’t let 
your manner be either too enigmatic or aggressively 
cheerful ; (3) remember that the patient’s anxious 
face may be a reflection of that of the young doctor 
who is taking the notes; (4) don’t talk to the nurse 
across the temporarily dead body of the patient ; 
and don’t keep relatives anxious while you gossip with 
consultants. Finally, she said, don’t neglect minor 
ills; one who could cure chronic indigestion would 
change clouds of depression into clouds of incense. 


PRE-OPERATIVE MEDICATION AND THE 
SMALL INTESTINE 


DISTENSION of the bowel after abdominal operations 
remains one of the most formidable obstacles to 
recovery with which surgeons have to contend. 
Mr. Victor Bonney, in his recent Bradshaw lecture,' 
showed that distension is due to “a breakdown of 
the gas-balancing mechanism, either in the direction 
of increased production, or diminished removal, 
or of the two together.” Opening the peritoneal 
cavity causes cessation of peristalsis, thus withdrawing 
one factor in the mechanism for removing gas. ‘* The 
cessation in the first instance is the result of anzs- 
thesia’ said Mr. Bonney. He also showed that 
interference with the intestinal blood-supply, which 
in its turn interferes with the gas-absorption 
mechanism, is the essential element in produeing 
distension, and he believes that this is brought about 
by some toxic factor arising in the damaged tissues. 

Some authorities attribute continued distension, 
when it occurs, entirely to the action of the general 
anesthetic which has been used ; others believe that 
the surgical interference—handling of gut, &.— 
is the chief cause of the trouble. Finsterer, of 
Vienna, claims to have shown by his results with 
splanchnic analgesia that it is the general anesthetic 
which is solely to be blamed. In an experimental 
study H. G. Carlson? has endeavoured to show the 
part played by pre-operative medication and by 
anesthesia in influencing movements of the small 
intestine. His conclusions are in one important 
particular opposed to the opinion generally held as 
the result of clinical experience. He finds that 
morphine increases intestinal tone and intestinal 
contractions in its usual doses, and that its use as pre- 
and post-operative medication is to be recommended. 
His description of the action of ether, on the other 
hand, is in accordance with the usually accepted 
view—that it tends to encourage abdominal distension 
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and that nitrous oxide is preferable from this point 
of view. Carlson’s paper is illustrated by tracings 
showing the experimental results on stimulating 
sections of jejunum, but these comparatively few 
pieces of evidence are hardly sufficient to override 
the opinions derived from years of clinical experience. 


EVIPAN IN OBSTETRICS 


AFTER a review of the use of Evipan in general 
surgery, which discloses no experiences different from 
those of previous writers, E. Weber! gives his 
opinions on its employment in gynecology and 
obstetrics. He computes that evipan has been 
employed now some 800,000 times, of which 12,000 
administrations have been in France, and he claims 
that only four deaths can be fairly attributed to the 
drug. In ordinary confinements there is no oppor- 
tunity for advantageous use of evipan unless it is 
quite at the end of the second stage during the crisis 
of expulsion. On the other hand, for all operative 
procedures, such as forceps application and extraction 
of placenta, Weber prefers evipan to inhalation 
anesthetics and he uses it regularly for Cesarean 
section and other major obstetric operations. 


HUGH OWEN THOMAS 


SuortLy before his death Sir Robert Jones dis- 
cussed with Mr. Frederick Watson the publication 
of a centenary volume dealing with the life and 
principles of Hugh Owen Thomas, the famous 
descendant of a line of Anglesea bone-setters. They 
decided that the work should be done in two separate 
parts: one dealing with the environment and per- 
sonality of the man, and one dealing with his methods 
and principles. We have here? the former section, 
and it makes topical as well as interesting reading 
because, in addition to the biographical details, we 
obtain information of a valuable sort as to how the 
craft of bone-setting arose, why it obtained its 
popularity with the public, and where it deserved 
from the beginning the attention of the medical 
profession. Hugh Owen Thomas was the son of 
Evan Thomas, a famous Welsh bone-setter, who 
was the son of Richard Thomas of the same calling, 
who was himself by ancestry connected with the 
craft. The passages of the book concerned with 
the practice of Evan Thomas set out the difficulties 
which were created by the fact that he had no legal 
qualifications or status, in consequence of which he 
became as well known for his conflicts with the 
medical profession as for his undoubted services to 
cripples, who at that period of surgery received no 
intelligent assistance from medicine. One cannot 
fail to see the shortsightedness of our professional 
predecessors, in that the gap in orthodox medical 
training was never filled, and indeed was hardly 
admitted to exist until comparatively recently. 
Evan Thomas was not an aggressive manipulator, 
was conservative in his methods, and, we learn, 
made allies of rest and time in the after-care of the 
patients who passed under his hands. His son, 
Hugh Thomas, a duly registered surgeon, was always 
not only loyal to his father’s memory, but able to 
appreciate the value of his manipulative work. 
How he conducted his extraordinarily large practice 
has been well described by Sir Robert Jones .from 
personal recollection of the work done at Nelson- 
street, Liverpool, in the 70’s. We see in Jones’s 
picture a small thoughtful alert man, quick in ques- 
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tion, tolerant of reply, impatient of dogma. We 
hear of a day’s work, medical and orthopedic, which 
seems almost fantastic for length and variety, work 
which recalls vividly Thomas’s own words that he 
hoped he would not be remembered as an inventor 
of splints; yet, as Mr. Watson points out, it was 
and is principally through the splint which carries 
his name that universal fame has come to him. 

This sketch of a brave and distinguished man, 
whose work became of the widest importance, partly 
from its original merit and partly from its develop- 
ment under a famous disciple, contains a regrettable 
message. We can see that the good inherent in a 
branch of practical surgery was displayed to our 
predecessors with unusual clearness, but the message 
was not received by orthodox surgery. Consequently 
the proper study of orthopedics was postponed for 
many years—almost to this century. 


CARBON MONOXIDE POISONING 


In a recent review! of a new work on Industrial 
Toxicology by Dr. Alice Hamilton of Chicago, it 
was remarked that her long experience enabled her 
to say much about carbon monoxide poisoning that 
would probably be new to the unspecialised reader. 
On the safety limit for carbon monoxide in the air 
that is breathed our review summarised Dr. Hamilton’s 
conclusions in these words: “‘ Apparently 0-04 per 
cent. breathed for several hours causes malaise ; 
0-1 per cent. causes 50 per cent. saturation of blood 
in 15 minutes; 1 per cent. causes immediate uncon- 
sciousness.”” In the last clause we were however 
not quite fair to Dr. Hamilton, for the statement on 
p. 122 of her book is that 1:28 per cent. causes 
‘immediate effect ; unconsciousness and danger of 
death in 1-3 minutes.” A correspondent writes to 
say that 1 per cent. of carbon monoxide does not 
cause immediate unconsciousness, and he _ recalls 
Prof. H. Hartridge’s statement,’ that “there is no 
definitely fatal amount of carbon monoxide in air 
since pure carbon monoxide gas could probably be 
breathed for a very short time without causing any 
symptoms.” Prof. Hartridge gives a table of the time 
for symptoms to develop when various percentages 
of carbon monoxide in air are breathed ; 0-1 per 
cent., he notes, produces mild symptoms in 10-30 
minutes and severe symptoms in 30-60 minutes. 
These figures are in harmony with those given by 
Prof. J. 5. Haldane who says*: ‘If there were 1 per 
cent. of CO in the air breathed, 50 per cent. saturation 
would be reached in 15 minutes, and 80 per cent., 
causing death, in 23 minutes.” And they are at 
variance with those given by Dr. Hamilton. There 
should be no difficulty in deciding who is right. 
The blood has a CO-carrying capacity of about 
one litre. Therefore in round numbers 500 c.cm. of 
CO would have to be absorbed to produce half 
saturation. In a man at rest air-ventilation is about 
7 litres a minute, of which perhaps 5 litres reach the 
lung. Five litres of air with 0-1 per cent. of CO would 
contain 5 c.cm. of that gas. If all this were absorbed, 
which it is not, 100 minutes would be necessary for 
the introduction of 500 c.cm. into the body. Uncon- 
sciousness is produced at about 50 to 60 per cent. 
of saturation. If there were 1 per cent. (not 0-1 per 
cent.) of CO in the air ten minutes would be required 
to produce 50 per cent. saturation, even if all the 
CO were absorbed. If the man were taking active 
exercise, e.g., shovelling coal, so that the total 
ventilation through his lung was greatly increased, 





‘THE LANCET, 1934, ii., 1227. 
* Ibid, 1928, i., 1137. 
* Brit. Med. Jour., 1930, ii., 16. 











282 THE LANCET] 


the time would be proportionately cut down. So far 
there will be little occasion for divergent views, 
and we cannot help feeling that in this respect Dr. 
Hamilton must have misread her authorities. Many 
people however derive their ideas about the danger 
of carbon monoxide from the study of equilibrium 
curves showing the saturation of blood with CO when 
equilibrium is established with atmospheres of given 
composition. They forget that to produce a given 
equilibrium you must, in theory, breathe for an 
infinite time and, in practice, often for a long time. 
The amount absorbed per minute is the ruling factor. 


INTERNATIONAL CONGRESS OF THE HISTORY 
OF MEDICINE 


THE tenth International Congress of the History 
of Medicine will be held in Madrid from Sept. 23rd 
to 29th, 1935, and already an official programme 
has been outlined. Three subjects will be discussed 
in plenary session—viz., Arab medicine in Spain, 
early medicine in America, and medical folk-lore 
as evidenced in civilised communities. It will be 
seen that already the organisation committee of the 
Congress are preparing to discuss the history of 
medicine in a very extensive manner. For early 
medicine in America, while to English-speaking folk 
the phrase would generally imply the rise of medicine 
in the United States and Canada, to the Spaniard 
it may imply this much, but he will certainly think 
also of the paramount influence of Spain in the 
diffusion of medical knowledge in Mexico and in 
South America. Under the third heading, medical 
folk-lore in civilised communities, opportunity is 
given for the display of research into medical history 
all the world over. What proportion, for example, 
of The Golden Bough is related to the investigation 
of medical superstition or medical accomplishment 
it would not be easy to say; certainly inquiry into 
medicine plays an important part throughout Sir 
James Frazer’s great work. The organisation com- 
mittee desire to receive communications not neces- 
sarily directed to any of the official sections, and 
conferences of various sorts will be arranged by the 
scientific department of the Congress. The official 
languages of the Congress are English, French, 
German, Italian, and Spanish, and those who wish to 
become adherents or to read papers should com- 
municate with the scientific secretary, Prof. José 
Maria de Villa Verde. The president of the Congress 
is Prof. Gregorio Marafién, and the secretary-general, 
Prof. Francisco Oliver y Rubio, to whom any questions 
may be addressed at the Palacio de la Academia, 
Nacional de Medicina, Calle de Arrieta, 12, Madrid. 


MEDICINE AS A CAREER 


WE have received from the Ministry of Labour a 
pamphlet recently published by the department and 
forming a chapter in a series devised to afford 
assistance in the choice of a calling. The work has 
been compiled by arrangement between the Incor- 
porated Associations of Headmasters and Head- 
mistresses of public and secondary schools and the 
Ministry of Labour, and the information given with 
regard to the medical profession is well chosen and 
accurate. The curriculum of professional study 
and of consequent examinations, set out as an 
example to readers of what may be demanded of 
them, is that to be followed by the aspirant to the 
degree of M.B., B.S. Lond. Here no mention is 
made of the fact that, while a large percentage 
of the medical profession take their place on the 
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Medical Register as diplomates of the licensing 
corporations or bodies, the aspirants to graduation 
in medicine at a university (and at the University 
of London in particular) often do not complete the 
academic course. The advice to those intending to 
enter general practice is sound, and much disappoint- 
ment would be avoided if newly qualified men 
followed it and took steps to obtain practical 
experience before embarking on the purchase of a 
practice, especially of a single-handed practice where 
the support of seniors is not to be obtained. In 
speaking of the careers of the specialist and consultant 
the advisability and even the necessity of holding 
hospital appointments is dwelt upon, and the increas- 
ing number of specialist clinical appointments at 
municipal hospitals is pointed out, to show that 
nothing impossible is being suggested. Those 
responsible for the pamphlet consider that the 
openings for women in medicine, now that the 
principle of equal pay for equal work as between 
men and women is established, are increasing in 
number. While the probability of obtaining hospital 
appointments is certainly restricted, general practice 
offers, it is held, reasonable opportunities, while 
women are finding improved chances, both for full- 
time and half-time appointments, in the public health 
services; there is also a demand overseas for the 
services of medical women. The pamphlet is a 
clear statement that should be informatory to readers 
in the way intended. 


CHILD GUIDANCE 


At the annual .meeting of the Child Guidance 
Council held in London last week it was stated that 
during the year under consideration 3800 cases had 
been dealt with at 13 clinics. As a result of follow-up 
schemes it is estimated that half the cases recover, 
a figure which Dr. W. Moodie considers compares 
very favourably with other ailments. The movement 
owes much to the generosity of the Commonwealth 
Fund, but without the well-ordered routine in the 
clinics themselves the successes achieved could 
never have been reached. These clinics have started 
with an ideal in thorough investigation which might 
well be copied by those treating other diseases ; for 
whilst the pathological investigation of each morbid 
condition reaches a high standard at most hospitals, the 
investigation of factors which have rendered the 
patient specially liable to the disease often pass 
unnoted. The claim of those engaged in child guidance 
work is that not only will treatment of nervous dis- 
orders in childhood give more hope of the prevention 
of adult neurosis, but that when thus dealing with 
the children there is an opportunity, not afforded at 
other times, of coéperating with parents. Parents are 
ceasing to feel that difficult children imply a stigma 
upon themselves; they are more and more ready 
to ask the clinics to help them as well as to cure their 
children’s disorders. An important side of the Coun- 
cil’s activities is the educational one. Training classes 
are held regularly and the syllabus for the psychiatric 
social service worker’s diploma comprises a consider- 
able amount of work at the London clinic. Lectures 
are given to teachers in various parts of the country 
and there is gratifying coéperation with educational 
authorities. One direction in which work might well 
be extended is in connexion with remand homes and 
with adolescents whose behaviour has brought them 
to the notice of the judicial authorities; this is 
encouraged by some magistrates and overlooked by 
others. It is testimony to the sound work done at 
the clinics that they have been able to enlist the help 
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of psychiatrists, psychologists, and trained social 
workers and to find support from many directors of 
education. 


DR. MAGNUS HAALAND 


THE death of Dr. Magnus Haaland, Director of 
the Dr. Gade’s Pathological Institute of Bergen, 
after a short illness, will cause surprise and distress 
to his friends in this country, for only a few months 
ago we welcomed his presence here on a short visit, 
when he seemed to be his usual energetic self. We 
are indebted to Dr. J. A. Murray, F.R.S., for details 
of his varied and distinguished career. Early in 
the century he worked in the Pasteur Institute in 
Paris as assistant to Prof. Borrel, and published a 
notable paper on the occurrence of metastases in the 
spontaneous and transplanted carcinomata of the 
mouse. Thereafter he passed to Frankfurt and 
worked for more than a year under Ehrlich. After 
a short sojourn in Norway he joined the staff of the 
Imperial Cancer Research Fund, where he remained 
for four years doing his best known work under 
Bashford. In 1911 he returned to Norway as director 
of the newly founded pathological institute in Bergen, 
a position he occupied till his death. Haaland’s 
reputation will rest mainly on his cancer work in 
London. It comprised a careful study of spontaneous 
mouse tumours, the experimental development of 
sarcoma during the propagation of a mammary 
carcinoma (378, now so widely used the world over), 
and the detailed analysis of the phenomena of 
immunity to transplanted tumours. Of fundamental 
importance here was the demonstration of the 
necessity of living cells in the immunising inoculum, 
and the failure of the methods to influence auto- 
plastic implantation of spontaneous tumours. 
Although in Bergen Haaland was fully occupied 
with the bacteriological service for Western Norway 
(his investigations on typhoid carriers will be 
remembered by members of the pathological section 
of the Royal Society of Medicine), his interest in cancer 
research never flagged, and it was a constant regret 
to him and to all who knew his work that his other 
duties prevented him from continuing the study of 
his favourite subject. The memory of his vivid, 
nervous personality, and whole-hearted enthusiasm 
for whatever he turned his hand to, will always be 
treasured by his friends. 


NEPHRITIS IN PREGNANCY 


ATTENTION is directed in a paper by J. L. McKelvey 
and H. E. MacMahon' to the vascular lesions in 
what they call the “chronic nephritic toxemia of 
pregnancy.” Their description of the changes in 
the blood-vessels of the kidneys and of other organs 
makes it clear that these cases are closely related 
to the so-called malignant nephrosclerosis of Fahr. 
The material studied by them has been derived from 
the obstetrical service of Johns Hopkins Hospital, 
Baltimore. Here a “‘ toxzemic clinic ” was started in 
1927 because it was observed that many patients 
who had apparently recovered from a toxemia of 
pregnancy returned some months later with signs 
and symptoms of chronic nephritis. Various studies 
have emerged from the clinic; thus C. H. Peckham 
reported in 1929 that 23 per cent. of 74 eclamptic 
cases showed evidence of chronic nephritis within a 
year of recovery, and, in 1931, Peckham and Stout 
found that 40 per cent. of 343 patients with ‘‘ toxemia 
of pregnancy (excluding vomiting and eclampsia) ” 


also showed evidence of chronic nephritis. The 


., Gyn., and Obst,, January, 1935, p. 1. 


diagnosis of chronic nephritis appears to have been 
based on the finding of a hypertension of over 
150 mm. Hg systolic and/or 100 mm. Hg diastolic 
with persistent and definite albuminuria. Peckham 
and Stout considered, however, that many of these 
patients had had nephritis before the pregnancy in 
question. The separation during pregnancy of a 
nephritic from a non-nephritic toxemia is exceedingly 
difficult and often must remain, in the present state 
of our knowledge, a matter of opinion. A helpful 
point in diagnosis is the persistence of these symptoms 
after the puerperium, and Peckham and Stout think 
that prognosis should not be attempted till at least 
four months have elapsed after the pregnancy. 

The six patients studied by McKelvey and 
MacMahon were all multipare. High levels of the 
blood pressure had been observed in successive 
pregnancies in four of them; in one pregnancy 
only in the other two. All died of renal disease 
at various periods after the last pregnancy and 
showed, on pathological examination, the changes 
of malignant nephrosclerosis or nephritis repens. 
Although there are insufficient grounds for any 
dogmatic statement, and the authors of the paper 
seem carefully to avoid this issue, it must be suspected 
from the clinical histories and pathology that these 
cases represent a chronic nephritis complicated and 
probably aggravated by pregnancy. Examples of 
such a condition should be kept distinct from the 
true toxemias of pregnancy. This attitude is 
supported by the observations of McKelvey and 
MacMahon themselves on a further series of five 
fatal cases of toxemia of pregnancy in which no 
history of an antecedent hypertension was obtained 
and in which the kidneys showed simply a “‘ tubular 
nephrosis ” without vascular or other changes. This 
latter finding is in conformity with the recorded 
observations of many other pathologists. The 
interest of the paper for most workers will be the 
fact that vascular changes of the particular type 
described were found in all the kidneys in the first 
group of cases, and it will remain to be seen whether 
pregnancy can be found to play any part in promoting 
such changes in a kidney already damaged by 
inflammation. 


Sir Henry Betterton, chairman of the Unemploy- 
ment Assistance Board, whom in the present circum- 
stances many of our readers may wish to identify, is 
now Officially styled Lord Rushcliffe of Blackfordby. 


ELLA Sacus PLoTz FouNDATION.—The trustees 
of this foundation are anxious to make known the 
resources of their fund for the advancement of scientific 
investigation. The foundation seldom or never offers 
stipends to investigators nor does it provide apparatus 
and materials which are ordinarily part of laboratory 
equipment. Its special purpose is to give grants 
for the purchase of apparatus and supplies needed 
for special investigations, and for the payment of unusual 
expenses, including technical assistance. At present 
research is favoured which bears on medicine or surgery, 
but grants will be given in the sciences closely related to 
medicine, and will not be restricted to work dealing 
with similar or allied problems. In the 11 years of its 
existence the foundation has made 227 grants and investi- 
gators have been aided in 24 countries. Applications 
for assistance should arrive before May Ist, including 
statements about the nature of the research, the amount 
of money wanted, and the way in which it will be spent. 
The secretary of the executive if Dr. Joseph C. Aub, 
and he should be addressed at Collis P. Huntington 
Memorial Hospital, 695, Huntington-avenue, Boston, 
Mass., U.S.A. 
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A Series of Signed Articles contributed by invitation — 


XXXVIII.—PROGNOSIS OF SQUINT 

THE treatment of squint is associated with a great 
deal of misconception. First, there is the idea that 
children “grow out” of squinting. There is an element 
of truth in this. Certainly many children who have 
started squinting about the age of 2 or earlier do lose 
their squint when they pass into the second decade of 
life. But in them will be found ali the serious defects 
of visual function which result from squint. Secondly, 
when a child starts squinting sometime in its first two 
years of life, many people think that it is too early 
for anything to be done. Nothing could be more 
mistaken. The child should be kept under observation 
from the very moment that a squint is noticed. 

The vast majority of squints are concomitant. 
That is to say, the defect of alignment is due not to 
paralysis of any ocular muscle, but to some distur- 
bance to the higher binocular control. It is not 
proposed here to deal with paralytic squint, apart 
from noting that in any given case it is necessary 
to be sure that there is no paralysis of movement. 

DEVELOPMENT OF VISUAL FUNCTION 

There are two main factors in the consideration 
of a case of squint : (1) the unsightly appearance, and 
(2) the resulting loss of visual function. Unfortunately 
the first consideration is the obvious one to the 
uninitiated, and the one ‘that distresses parents, 
whereas the real anxiety is as regards the development 
of visual function in such cases. If it was purely a 
question of cosmetics, one could promise a cure at 
any time by operation, though without operation, 
or indeed without doing anything, most squints 
would eventually become straight. The trouble lies 
in redirecting the developing visual function. 

When a squint occurs in a small child—and about 
2 years old is the most common age-period for it to 
be noticed—the vision of the squinting eye is sup- 
pressed, as otherwise double vision would ensue. 
Prolonged suppression soon produces serious deteriora- 
tion in the acuity of the eye, and further, all the 
time the function of binocular vision is not being 
exploited at all. The longer this goes on, the harder 
will it be to re-establish good binocular vision and 
sense of fusion, and in fact this can be achieved in 
only a small proportion of squinting children over 7. 

A further difficulty will be the likely development 
of what is called “false projection ” in the squinting 
eye. Here an area in the retina away from the macula 
will become associated as a corresponding point with 
the macula of the fixing eye—so that an inferior kind 
of binocular vision may be developed with the squint 
present. But in these cases the vision of the squinting 
eye is very poor, it merely ‘“‘ comes under the wing ” 
so to speak, of the abler, superior fellow eye, and this 
development will make it harder to re-establish full 
binocular vision with two straight and well-seeing eyes. 

By far the commonest concomitant squint is the 
convergent form. Divergent concomitant squint is 
rare. A more frequent type is the alternating con- 
vergent concomitant squint. Here each eye is used 
equally, but never in direct association with the 
other. One or other eye is used. In such a squint, 
suppression of the not-used eye takes place, but as 
the suppression is never constant to one eye, no 
deterioration of vision takes place. The problem in these 
cases concerns the development of binocular vision. 

It will be seen then that it is of the utmost impor- 
tance to get control of squinting children from the 
moment of the start of the squint in order to prevent 


suppression of the vision of the squinting eye and the 
possible development of false projection. 
MANAGEMENT OF A CASE 

The management of a case of squint can be roughly 
summarised as follows: Estimation of the state of 
refraction, and the prescription and wearing of glasses 
if found necessary. Occlusion of the fixing eye, if 
the wearing of glasses does not contro] the squint, 
to prevent suppression of the vision of the squinting 
eye. Occlusion to be continued under observation, 
as at times after prolonged occlusion vision of the 
originally fixing eye may begin to deteriorate, until 
an age is reached at which orthoptic exercises can 
be instituted. This will vary from child to child, but 
it is never practical before the age of 3. Operation 
to be considered in coniunction with the progress 
made with the orthoptic exercises, and also in some 
cases for psychological reasons. 

Orthoptic exercises have of late been employed very 
extensively for the training of squint cases. They have 
proved valuable not only in treatment, but have 
contributed to the general understanding of the 
squint problem. The instruments used all depend 
upon the principle of the combined picture with a 
contribution from each eye. The cheiroscope is an 
instrument by which one eye sees an object while, 
by means of a mirror, the image of a second object— 
seen by the other eye—is superimposed upon it. 
It is possible, therefore, for an object to be super- 
imposed upon a blank sheet of paper and the patient 
can outline the object by pencil on the paper. It is 
possible to play such games as “ noughts and crosses ” 
in this way. This method has the advantage of 
associating the hand with eyes, and does not need 
literacy. The synoptophore is the instrument which is 
most depended upon for diagnosis. The exact degree 
of squint can be estimated by it, and then either 
separate pictures (bird and cage) or.parts of the 
same picture can be brought before each eye. The 
instrument is so constructed that the image seen by 
each eye can be superimposed at whatever angle of 
squint. The presence or absence of fusion at the 
angle of squint can be determined and the power of 
maintaining fusion—if present—at varying angles 
from that of the squint up to parallelism can_ be 
trained. Further, bilateral conjugate movements to 
right and left can be exercised while fusion is being 
maintained. It is not possible to educate the fusion 
faculties in all cases, and often it is found that only the 
lower grades of fusion can be maintained when this 
method is employed. Unfortunately home training 
is rarely satisfactory unless the patient is kept under 
fairly frequent expert supervision, which is at present 
only obtainable in large centres. The question of the 
degree of insistence to be laid on the need for orthoptic 
training has to be considered in relation to the 
possibilities of treatment without gross interference 
with the child’s life—e.g., his schooling and exercise. 

It can be said that if control of any given case of 
squint can be established early enough, and if the 
continued management can be maintained without 
interference until the age of 7, a large percentage of 
squinters can be cured. The word cure is here used 
to mean that the eyes are straight and have good 
vision individually, and that there is good binocular 
vision with sense of fusion and stereopsis. 

P. G. Doyng, M.B., F.R.C.S., 


Surgeon to the Royal London Ophthalmic Hospital ; 
Ophthalmic Surgeon with Charge of Out-patiente 
to St. Thomas’s Hospital. 
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Foreword 


THE groups of cases of food poisoning and dysentery 
reported below present some points of special interest. 
Each was the subject of careful epidemiological 
inquiry, the details of which it would occupy too 
much space to describe. Very thorough bacteriological 
and serological investigations were made when these 
were possible or necessary, carried out partly in 
Cardiff and partly at the Ministry of Health labora- 
tories. The concentration of the outbreaks in a 
comparatively short period of time is striking and 
raises questions as to the circumstances under which 
a reasonable degree of completeness of notification 
can be attained. Food poisoning became notifiable 
in Cardiff in 1930. The first of the outbreaks recorded 
in this series came to the knowledge of the health 
department in March, 1933, as the result of a death 
which necessitated a coroner’s inquiry and received 
a great deal of publicity in the press. It was during 
a period of approximately four months after the 
prominence given to the occurrence that the other 
groups of cases were brought to the notice of the 
department, and it is reasonable to suppose that 
those, at least, in which no death occurred might 
never have been notified but for this stimulus to the 
recollection of the local profession. In spite of this 
reminder of notification, however, it was apt to be 
unduly delayed, with the result that investigations 
were correspondingly hampered. It may be that the 
incidence of food poisoning was really higher than 
usual during this time, and in this connexion it 
should be noted that three of the six outbreaks were 
almost certainly of common origin. Nevertheless, 
this wave of outbreaks suggests that bacterial food 
poisoning is possibly a good deal more common than 
would appear, even in places where the disease has 
been made notifiable. During the same period other 
outbreaks in which the symptoms were characteristic 
of food poisoning occurred but have not been reported 
because the bacteriological, serological, and epidemio- 
logical findings were not confirmatory. Two definite 
groups of dysentery (Flexner W) were also notified 
during this time as food poisoning. The possible 
fallacy of incidence, in fact, resembles the tendency 
to incriminate special dietetic substances after a 
notable outbreak, as mentioned by Savage and 
White.? 


1Med. Research Council, Spec. Rep. Ser. No. 92. 


These outbreaks also illustrate the difficulty so 
commonly encountered in tracing the sources of 
infection. While the vehicle was determined without 
reasonable doubt in the most important of them, 
in no case was the real origin, whether human or 
animal, definitely ascertained. The increasing com- 
plexity of the modern food business is making it 
more and more difficult to carry out complete inquiries 
of this kind, a defect which the writers above 
mentioned have deplored. 

It is interesting to note that three outbreaks were 
due to the Newport strain of salmonella and three 
to the Thompson strain, these latter being all linked 
by a common vehicle. The three outbreaks traced 
to a common vehicle and common premises—viz., 
Nos. 4, 5, and 6—are especially interesting because of 
the gap in time of nearly two months which separated 
the last and greatest from the first two. It is 
commonly held that carriers of salmonella infection 
do not occur.” Yet it was not found possible to incrimi- 
nate definitely any constituent of the food consumed, 
and suspicion arose that a food employee might be 
a carrier. The persistence of infection in the case of 
the woman who constituted outbreak No. 5 suggests 
that a carrier state may exist, at least, with the 
Thompson strain.* The viability outside of the live 
animal body of the Newport strain involved in 
outbreak No. 1 is also of interest. 


Outbreak No. 1 


On Monday morning, March 27th, 1933, three cases 
of suspected food poisoning were reported. The 
symptoms were abdominal colic, diarrhcea, headache, 
and shivering. One patient, a man 25 years of age, 
had already died. The history strongly indicated 
faggots as the vehicle of infection, these being com- 
posed of pig’s liver, heart, and lung, baked in a casing 
of mesentery. The dead man and his brother and 
sister had partaken of faggots at 7 P.M. on March 24th, 
1933. They all sickened at 2 a.m. on March 25th, an 
incubation period of seven hours. Three other 
members of the family took no faggots and did not 
have any symptoms. Swabs were taken from the 
feces of the two surviving patients. One of the 
latter (a male aged 32 years) was so ill that it was 
necessary to remove him to hospital. 


Extent of outbreak and laboratory findings.—It was 
ascertained that the faggots were bought at a lock-up 
shop in Cardiff, where a consignment of 54 faggots had 
been received on March 24th from a farm outside the 
Cardiff district. Of the original 54 faggots only 32 were 
traced to 27 consumers. Of these, 13 had developed 
definite gastro-intestinal symptoms, while in two other 
cases there were doubtful symptoms. Of the 13 persons 
affected, only the above-mentioned case died. Apart from 
his family no notification of the traced cases reached the 
department, although food poisoning is a_ notifiable 
disease in terms of the Cardiff Corporation Act, 1930. 
The time-interval between the ingestion of the faggots and 
the development of symptoms varied considerably, but in 
no case did it exceed 30 hours. The shortest incubation 
period was seven hours. 

An organism of the salmonella group was recovered 
from the spleen, stomach, and intestine of the dead man, 
and also from the faggots. The feces of several of the 
sufferers also yielded cultures of a similar organism. 
A culture of the organism isolated was sent to the medical 


*Savage, W. G.: 
London, 1920. 

* On the other hand the extent of infection of the vehicle, 
at least in outbreak No. 6, is more suggestive of imported egg- 
white as the source. 
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department of the Ministry of Health where it was 
identified as the Newport strain of salmonella. 

Investigation into the source of contamination of the 
faggots.—The most careful inquiry failed to elicit any 
sanitary circumstances or personal history at the retail 
premises likely to cause infection. The vehicle used to 
transport the faggots from the farm to the shop was also 
exculpated. Fifteen of the faggots consumed outside 
Cardiff caused no ill-effects. The pig from which the 
fry was taken was traced and found to have been healthy 
at the time of slaughter. No illness had been noticed in 
the piggery from which the animal had been purchased. 

In an effort to find a clue as to the mode of infection 
of the faggots, exhaustive investigations were made at 
the farm in coéperation with the medical officer of health 
of the district concerned, with entirely negative results. 
It was established that the farmer’s wife had been ill for 
six weeks before the outbreak with what was called 
influenza. Samples of her urine and feces, however, 
proved negative for food-poisoning organisms. A specimen 
of her blood failed to agglutinate either the organism as 
above, or any other salmonella, but B. dysenteria Flexner 
was agglutinated up to a dilution not exceeding 1/80. No 
history of recent illness in other members of the household 
was obtained. Portions of the suspected faggots were still 
present in the mincer at the time of investigation, but 
proved negative for organisms of the food-poisoning group. 
Tins returned empty from the lock-up shop in Cardiff 
were found unwashed, soaking in the boiler in which 
household linen had been washed, but bacteriological 
examination of the tins and the water failed to reveal the 
presence of salmonella. A sample of well water taken 
from a pump in the scullery in which the faggots were 
made was found to contain B. coli in 5 c.cm., indicating 
its unsatisfactory nature. 

No evidence suggesting that rodent infection of the 
faggots was likely to have occurred was obtained either 
at the shop or the farm. Inquiries made by the veterinary 
inspector of Cardiff at the farm failed to reveal any past 
evidence of swine fever and on inspection he could find 
no illness among the animals or poultry. The farm’s 
freedom from swine fever was confirmed by the Ministry 
of Agriculture, 


Summary.—An outbreak of food poisoning occurred 
in Cardiff in March, 1933. Of 27 people who had 
eaten the infecting agent, at least 13 suffered from 
acute gastro-intestinal symptoms. One death resulted. 
The vehicle of infection was faggots, but investigations 
failed to trace the source of contamination. The 
organism isolated from the feces of a number of the 
patients and from the faggots belonged to the 
salmonella group (Newport strain). 


SURVIVAL OF SALMONELLA (NEWPORT STRAIN) 


A faggot was stored in the laboratory and exposed 
to ordinary conditions of drying and changes of 
temperature. The material was examined for the 
specific organism by plating out and by agglutination 
tests at short intervals of from two to three days. 
It was found that the micro-organism survived up 
to May 3rd—i.e., approximately six weeks after 
preparation. Details of this experiment are as 
follows :— 

April 6th, 8th, and 10th.—Bacterium readily isolated by 
direct plating, using either lactose bile-salt agar, or brilliant 
green L.B.A. plates, with nearly pure cultures by the latter 
method. April 12th, 14th, and 18th.—Material mouldy and 
dry. Bacterium readily isolated from brilliant green L.B.A. 
plates, ordinary L.B.A. plate showed only a small propor- 
tion of non-lactose fermenters, with numerous coliform 
organisms. April 23rd and 27th.—Brilliant green L.B.A. 
plates showed well-isolated colonies, whilst isolation from 
ordinary L.B.A. was difficult. May 3rd.—Material very 
hard and dry. (a) Ordinary L.B.A. plate. Bacterium not 
isolated. (b) Brilliant green L.B.A. Bacterium isolated 
with difficulty ; much overcrowded with other organisms. 
(c) A preliminary enrichment overnight gave ready 
isolation on subculture. May 10th.—Bacterium had 
apparently died out. 
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Note.—The temperature range during the 
April 6th to May 3rd was from 65° to 80° F. 


From this it would appear that the examination was 
made more sensitive by use of plates containing 
brilliant green as compared with ordinary L.B.A. 
plates and in the later stages, when the organism 
was dying out, a preliminary enrichment overnight 
in brilliant green broth culture appeared to be of 
value. Furthermore, the bacterium was readily 
isolated by direct plating from an original faggot 
taken from the cold storage chamber on May 16th. 


Outbreak No. 2 


On April 13th a patient was intimated as suffering 
from food poisoning, a fecal swab having been 
reported positive for salmonella. 


Investigation.— Although symptoms (viz., depression, 
languor, and persistent and severe diarrhea) had com- 
menced on April 8th, the patient, a man aged 26 years, 
was still confined to bed on 13th instant. The patient’s 
wife had also suffered from similar symptoms on April 9th, 
but only lasting for one day. No other occupant of the 
house had been affected. Because of the delay in notifica- 
tion great difficulty was met with in attempting to ascertain 
the vehicle of infection. Cold boiled ham, tinned tongue, 
and various salads were suspected but no remnants of 
these were available for bacteriological investigation, and 
samples from the same source of supply were negative for 
salmonella. No history of illness among the employees 
at the various shops visited was discovered. As far as 
could be ascertained it appeared that only two persons 
were affected in this small outbreak. 

The organism isolated from the feces of the patient 
was identified by serological methods as belonging to the 
Newport strain. 


Summary.—An apparently isolated case of food 
poisoning due to the Newport strain of the salmonella 
group of organisms occurred in Cardiff on April 8th, 
1933. It is possible that one other person was affected, 
but the diagnosis was not confirmed bacteriologically. 
In spite of exhaustive inquiries no vehicle of infection 
could be traced. 


Outbreak No. 3 


On May llth, 1933, several children in one family 
were reported as suffering from symptoms suggestive 
of food poisoning. 

Investigation.—One of the victims (aged 5 years) had 
just died. This child had first shown symptoms at 4 P.M. 
on May 6th—i.e., five days before notification—com- 
mencing with tiredness and apathy on the day of onset, 
and developing diarrhea and vomiting on May 7th. 
Death supervened on May llth. The household consisted 
of a mother and nine children, and in addition to the 
child who died, four other children aged 4 to 9 years were 
found to be affected, having sickened on May 6th, 7th (two), 
and 10th. Three of them were removed to hospital forth- 
with, where they continued to be desperately ill for several 
days but later recovered. 

Here again, owing to delay in notification, difficulty 
was met with in tracing the vehicle of infection. A 
bullock’s heart, consumed by the family at meals on two 
days before the first case sickened, was suspected, traced 
to its origin, and, like all other foodstuffs investigated, 
dismissed as unproven. 

Bacteriological, Chemical, and Serological Investigations.— 
The intestines and spleen of the dead child were negative 
for salmonella. Fecal swabs taken from the three ill 
children on May 11th also proved negative. These investi- 
gations were made fully five days after the onset of 
symptoms. Portions of the spleen and bowel contents of 
the dead child and of certain suspected biscuits and sweets 
were examined by the city analyst for the presence of 
arsenic or other irritant metallic salts, with negative 
results. 

Serological examinations of the blood of the three 
surviving children gave an increasing agglutination 
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reaction of a granular type with the Oxford Standard 
Suspensions of salmonella (var. Newport) as follows :— 
May 15th May 22nd 
1/100 1/250 1/500 
Negative 1/25 1/100 
ua .. 1/100 1/100 


No significant agglutination to any other salmonella 
strains was noted. 


May 17th 


Summary.—aA group of five cases of food poisoning 
occurred in a family of ten persons in Cardiff on 
May 6th-l0th, 1933. Of the affected children, one 
died and three remained seriously ill for a considerable 
time. The vehicle was not traced. Specimens failed 
to furnish bacteriological confirmation of the diagnosis 
of food poisoning, but serological examinations of 
the blood of three of the children were positive for 
salmonella (var. Newport). 


Outbreak No. 4 


Four cases of suspected food poisoning, being all 
the members of one family, were reported to the 
department on May 3rd, 1933, and inquiries at the 
house justified the suspicion, the symptoms being 
nausea and colic followed by headache, diarrhea, 
and rigors. 


Investigation.—Here again there had been delay in 
notification. Immediate inquiries failed to secure any 
samples of the actual foods consumed previous to the 
onset of symptoms. The only suspicious articles of diet 
common to all four patients were cooked pork and chocolate 
éclairs. These were eaten at lunch on April 29th—that is, 
on the day previous to the onset of symptoms in the 
first cases and four days before these investigations were 
begun. The pork was traced to its origin and eliminated 
as a likely cause. The chocolate cream éclairs had been 
purchased by one of the affected patients on April 29th 
at a local baker’s shop and consumed for lunch on the 
same day. At this shop no éclairs from the same con- 
signment as supplied to the sufferers were obtainable. 

Bacteriological findings.—Swabs from the feces of two 
of the four patients were found to contain salmonella 
(var. Thompson). 


Summary.—A family of four persons suffered from 
symptoms suggesting food poisoning on April 30th 
and May Ist, 1933. Cultures of salmonella (var. 
Thompson) were isolated from the feces of two of 
the patients. No vehicle of infection was traced at 
the time of the outbreak, but chocolate éclairs were 
considered as being possible infecting agents.t 


Outbreak No. 5 


On May 4th, 1933, a woman, aged 57 years, was 
notified as a case of food poisoning. 


Inwestigation.—The household consisted of three persons, 
the patient and her two sons. The woman sickened on 
May Ist, with vomiting, diarrhea, melena, abdominal 
pains, and headache. Because of her occupation as a food 
purveyor she was removed to hospital forthwith. 

No samples of food consumed before the illness could 
be obtained. The patient’s diet had not differed from that 
of her two children who were not affected. Cooked ham, 
purchased as such, had been eaten by the family two 
days before the onset of symptoms. Inquiries made at 
the shop where the cooked ham was purchased showed 
that there had been no complaints from other customers, 
and the retailer and his family had also consumed a 
portion of the same ham with no ill-effects. Included 
in the items of food mentioned as being taken by the 
patient on the evening of April 29th were “tinned” 
peaches. It was not possible at the time to trace the shop 


+A larger outbreak of food poisoning three months later 
was traced to cream cakes (including chocolate éclairs) purchased 
partly from this baker’s shop. (Vide infra—outbreak No. 6 
and note on outbreaks 4, 5, and 6.) 


where these were obtained, and no particular significance 
was attached to the peaches as a probable source of 
infection. Three months later this shop was identified 
as the baker’s shop referred to in outbreak No. 4 (see 
footnote to that outbreak). The information given to 
the investigator regarding the “tinned” peaches was 
found to be inaccurate. A cream tart containing sliced 
peaches was the actual article of diet consumed. Cream 
from this shop was proved to be the vehicle of infection 
in an outbreak of food poisoning occurring in July-August, 
1933 (see outbreak No. 6 and note on outbreaks 4, 5, and 6). 

Bacteriological findings.—Fecal swabs submitted on 
May 4th contained salmonella (var. Thompson). Further 
swabs submitted from the hospital gave positive results 
for several weeks after the patient had been up and about 
and feeling perfectly well. The last positive result was 
obtained from the feces on May 3lst, and fecal swabs 
taken on June 7th, 9th, and 10th were negative for 
salmonella. 


Summary.—A case of food poisoning due to the 
Thompson strain of salmonella occurred in Cardiff 
on May Ist, 1933. As a result of subsequent investi- 
gation cream taken in a tart appears to have been 
the vehicle of infection. 


Outbreak No. 6 


On July 29th, 1933, a case of suspected food poison- 
ing was notified, the patient, a man aged 34 years, 
having been taken ill on July 28th with severe 
vomiting, diarrhea, shivering, and pains in the limbs 
and head. A further group of four suspected cases 
occurring in an entirely different ward of the city 
was notified on July 30th. Symptoms similar to those 
affecting the above case had commenced on July 29th, 


Investigation.—The first patient had eaten dough-nuts 
containing whipped cream 24 hours before sickening. 
A common article of diet in the second group was cream 
scones, The two shops concerned obtained their pastries 
from a bakery in an adjoining town. Investigation soon 
revered an outbreak of considerable proportions, another 
shop being implicated which derived its supplies from the 
bakery above mentioned. Cases were also discovered in 
the town where the latter is situated. A fourth shop 
dealing with the same bakery had taken no cream cakes 
for some time and none of its customers was affected. 

Altogether, 43 persons were known to have consumed 
“cream” from one or other of the shops concerned in 
Cardiff. Of these 36 showed definite signs of food poisoning. 
Of the 7 who were not affected, one scraped off the 
cream before eating the cake and another ate only a very 
small portion of the cream. Thirty-five of the cases 
developed symptoms between 11 and 24 hours after 
consuming the cream. In the remaining case symptoms 
did not develop until 39} hours had elapsed. In every 
case infection was traced to whipped cream and the articles 
of food containing it were dough-nuts, scones, puff pastries, 
chocolate scones, chocolate buns, cakes, and éclairs. 

The cream came from Somerset in sealed containers. 
It was thickened at the bakery by mechanical mixing 
with egg-white and marshmallow. The egg-white was 
obtained from a cold store in Scotland, being imported 
from Shanghai. It arrived in sealed containers as exported. 
It was specified as from hen’s eggs. None of the constituents 
of the whipped cream to which infection was traced could 
be obtained but samples of similar consignments were 
free from salmonella. Samples also of cream from the 
same source in Somerset, delivered at other premises in 
Cardiff, were negative and no cases were traced to these 
centres of distribution. Dr. W. G. Savage, county medical 
officer of health for Somerset, reported that it was 
pasteurised before issue, that samples taken were negative 
for salmonella, and that no sickness elsewhere had been 
traced to the dairy. 

Bacteriological findings.—Salmonella was isolated from 
feces of the first case and a similar organism from a 
cream cake submitted. With the codperation of the 
local medical officer of health all five employees of the 
bakery were examined. There was no history of illness 
and their bloods failed to agglutinate the isolated organism, 
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but a fecal swab taken on August 2nd from one of them— 
a vanman—contained salmonella. He stated that the 
stool from which the swab was taken was less formed 
than usual. His duties consisted in placing cakes on 
trays and delivering them to shops in a van. He handled 
other cakes as well as those containing cream, but no 
cases were traced to such a source. He did not touch cream 
before it was put into the cakes. On or about July 29th 
he said he had “ probably ’’ eaten discarded portions of 
cream slices. On August 8th his blood agglutinated 
salmonella (Mutton) 1/25, a titre not regarded as signifi- 
cant. His feces were negative on August 19th and 
subsequently. It is difficult to determine whether this 
man was to be regarded as a case or a carrier. 

Cultures of the same organism were obtained from 
nine other patients whose feces were submitted at various 
dates during the outbreak, and from each of seven mixed 
samples of cream taken from 35 cakes. Cultures from 
cream cakes and from the feces of the vanman were 
identified at the Ministry of Health laboratory as belonging 
to the Thompson strain. 


Summary and comments.—An outbreak of food 
poisoning affecting at least 36 people occurred in 
Cardiff at the end of July and beginning of August, 
1933, and there were several cases in an adjacent town. 
No deaths occurred. Whipped cream made from 
pasteurised cream, egg-white, and marshmallow at 
a bakery in that town was proved to be the vehicle 
of infection. Pasteurised cream from the same source 
in Somerset was supplied from the producers to 
various other towns and to various dairies in Cardiff, 
but no cases of food poisoning were traced to them. 
Infection of the whipped cream would appear, 
therefore, to have occurred at the bakery concerned. 
The organism was the Thompson strain of salmonella. 


The feces of one of the employees at the bakery 
contained the organism. He may have been an 
abortive case belonging to the outbreak or a true 
carrier. The possibility of prolonged duration of the 
infectivity of salmonella infection, at least of the 
Thompson strain, is illustrated by the woman affected 
in outbreak No. 5. Marshmallow and egg-white 
were used to stiffen the cream. Samples of both of 
these constituents proved negative for salmonella, 
but they were not from the same consignments as 
entered the implicated whipped cream. It is possible 
that the egg-white which had been imported in the 
frozen state from Shanghai was responsible for the 
infection of the cream. 


Notes on Outbreaks Nos. 4, 5, and 6 


The similarity of the organism isolated in out break 
No. 6 to that found in outbreaks Nos. 4 and 5 led to 
the suspicion that the vehicle of infection might have 
been the same in all three. Scrutiny of the articles 
of diet in outbreaks Nos. 4 and 5 (both proved to be 
caused by the Thompson strain) revealed that cream 
had been consumed by all the sufferers. The two 
outbreaks were therefore reinvestigated from this 
angle and in both groups it was discovered that the 
cream-containing articles of diet had been purchased 
from one of the shops concerned in the extensive 
outbreak just, reported (No. 6) and that they were 
derived from the same bakery. There appears, 
therefore, to have been some recurrent source of these 
outbreaks separated by two months in time. On the 
whole the balance of probability in such circumstances 
seems to point to the agency of infected egg-white. 
Egg-white from the same source was used by various 
other firms in the South Wales district and no cases 
of food poisoning had apparently been attributed to 
articles of food manufactured by these firms. As far 
as could be ascertained, however, the egg-white 
used by such firms is employed as an ingredient in 


cake mixtures and subjected to heat, whereas in the 
bakery concerned it was not cooked but used simply 
to stiffen the pasteurised cream, without being 
submitted to any process which would destroy 
micro-organisms. Egg-white seems a more likely 


source than the employee at the bakery, especially 
in view of the extensive infection of the cakes asso- 
ciated with outbreak No. 6, although the possibility 
of the carrier state ought to be kept in mind. 


Acknowledgment must be made to Dr. W. M. Scott of 
the Ministry of Health laboratories for classifying the 
salmonella organisms isolated in these outbreaks; to 
Dr. W. G. Savage, county medical officer of health for 
Somerset, for his helpful advice and coéperation in the 
investigation of outbreak No. 6; and to Dr. D. Rocyn 
Jones, county medical officer of health for Monmouthshire, 
and Dr. C. A. Jones, medical officer of health for Penarth, 
for their ready codéperation in investigating certain 
outbreaks. 





MEDICINE AND THE LAW 


Unsuccessful Action for Fees 


A FREQUENT difficulty in claims for professional 
remuneration is the determination (in the absence 
of specific agreement beforehand) of what sum is 
reasonable. If a patient has the benefit of professional 
treatment, the law assumes that he agrees to pay for 
it, just as it is assumed that anyone who goes to a 
restaurant will pay for his food. But whereas the 
bill of fare will usually specify the price of the dinner, 
no tariff is hung up in the consulting-room or the 
operating theatre. The surgeon’s fees are not. 
standardised ; the individual patient’s means and 
circumstances may be taken into account in deciding 
what it is reasonable that he should pay. In Cade v. 
Symons last week Mr. Justice Horridge had a different 
type of case inasmuch as the parties had discussed 
the fee beforehand ; but they disagreed afterwards 
as to the agreed figure. The plaintiff claimed £168. 
He said he was called in to see the patient who was 
then occupying the best room in an expensive West- 
End nursing-home. He advised a throat operation 
and, in answer to an inquiry by the patient, said that 
his fee would be 120 guineas with other expenses for 
anesthetics, radium, &c. He performed the opera- 
tion which was entirely successful. Afterwards. the 
patient wrote a letter suggesting that a larger fee 
had been charged than was agreed. The plaintiff, 
annoyed by the suggestion, rejoined that the fees 
were quite reasonable and added in a postscript 
‘You ought to be ashamed of yourself,” an addition 
which the judge persuaded him to regret. The 
patient’s version was that the agreed fee was 
125 guineas and that this sum would be inclusive. 
Sir Patrick Hastings appeared for the plaintiff, 
notwithstanding that it was a non-jury action, 
and had one vital question to put to the defendant 
in cross-examination— He saved your life, didn't 
he?” The patient answered in the affirmative. 
The plaintiff in his evidence had already made the 
point that he had never heard of a surgeon quoting 
an inelusive fee to cover the services of anesthetists 
and the use of radium. The judge nevertheless 
dismissed the surgeon’s action with costs. While 
satisfied that the evidence of both parties represented 
their honest belief of what was said at the preliminary 
discussion about fees, he accepted the evidence of the 
defence. No doubt the court, when called upon to 
decide between the conflicting evidence of two 
parties unaided by the independent testimony of 
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other witnesses or the text of documents, is obliged 
to lay the onus of proof upon the plaintiff. As 
distinguished judges have been heard to remark, 
it is a great tribute to the happy relations and mutual 
good faith of doctors and patients that so little 
litigation arises over professional remuneration. 


Blood Test Inconclusive 


Evidence of a blood test as the necessary corrobora- 
tion in an affiliation case was found to be inconclusive 
by the Shoreham justices in the hearing of a summons 
which came before the court on Jan. 15th. The 
hearing of the summons had been adjourned for the 
purpose of a blood test which had been made by 
Dr. C. J. H. Little, pathologist to the Royal West 
Sussex Hospital at Chichester. In his evidence, Dr. 
Little said although it was unusual to group infants 
before they were six months old, he found that both 
the baby and the defendant belonged to the same 
blood group—group 3, element Bb. Complainant 
came under group A. Mr. Thomas I. Gates, counsel 
for defendant, suggested to Dr. Little that because 
the same element “ B ”’ was found in the blood of the 
defendant and in the blood of the child, it was no 
proof that the defendant was the father any more 
than any other man who came under “BB.” Dr. 
Little agreed. Dr. Little was also asked if he had 
ever known any English court take a blood test as 
corroboration in a bastardy case, to which Dr. Little 
replied : “‘I have not—not in England.” Counsel : 
It cannot be proved a given man is the father of a 
child by a blood test? Dr. Little: It cannot be 
proved. The justices found the evidence inconclusive, 
that there was not sufficient corroboration of the 
woman’s story, and dismissed the summons. 

In most of these affiliation cases the mention of a 
blood test is a mere forensic flourish, the advocates 
on one side seeking to discredit the party on the other 
side because the test has been declined. The following 
dialogue, which occurred at Glamorgan quarter 
sessions during the appeal of a clergyman against 
a bastardy order, may be taken as common form : 

Sir Henry Curtis-Bennett, cross-examining the mother : 
** Do you know that a blood test may prove that a man is 
definitely not the father of a child, though it cannot prove 
that a particular man is the father ?” 

. 

“The appellant has desired to prove that he is not the 
father by having a blood test : did you refuse ? ”’ 

“ Yes.” 

Thus the fact of the refusal is adroitly underlined. 
The law allows the cross-examination, but the court 
is not obliged to pay it much attention. 





UNITED STATES OF AMERICA 


(FROM AN OCCASIONAL CORRESPONDENT) 


IMMUNISATION AGAINST DIPHTHERIA 


Ir is now more than two years Since we began to 
use alum-precipitated toxoid for diphtheria immunisa- 
tion in America. Among the most conservative 
of the States has been Michigan. Recently they 
have carried through their own experimental series 
of inoculations and have now definitely decided 
to manufacture and distribute this form of toxoid. 
The Michigan series as well as a collection of published 
reports of other series of inoculations have now been 
collected (Michigan Public Health, December, 1934). 
The Michigan study was planned to include children 
from every kind of community ; they were, however, 
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all under 10 years of age. Each child was given a 
preliminary Schick test and only those who gave 
a positive reaction received the single dose of alum 
toxoid. A second Schick test was given two months 
after the immunising dose. Frank positive reactions 
were given by two children and pseudo-positive by 
ten children out of the 588 who completed each 
phase of the study. The typical reaction experienced 
after the immunising dose was “a slight amount of 
swelling and redness and some tenderness over the 
site of the injection.” There were some complaints 
of malaise and fever in addition to the local reactions, 
but as the injections were given in extremely warm 
weather the connexion with the immunisation could 
not be firmly established. In all instances a small 
painless nodule was present at the site of inoculation 
two months after the event. 

New York’s intensive educational campaign to 
promote diphtheria immunisation has left the city 
authorities in an unusually favourable position to 
study statistically the effectiveness of the immunisa- 
tions. The number of children under 5 years of age 
in both the “immunised ” and unimmunised groups 
is known with fair accuracy, the latter group being 
slightly larger than the former. It has thus been 
possible to prepare death-rates from diphtheria in 
each of these groups for the years 1931-33 and the 
first half of 1934 as follows :— 

* “ Protected ”’ 


under 5 years. under 5 years. 
Deaths. Rate. Deaths. Rate. 
1931 sm -s > SS es on ot OE 
1932 bai wv +a re 107 
1933._—=i«zs ae oe aT De 
First half 1934 were, se 


Unprotected 


The rates given are per 100,000 population in each 
group and all, including 1934, on an annual basis. 


HEALTH OF THE ARMY 


The recently published report of the Surgeon- 
General of the U.S. Army for 1933 is full of interesting 
graphs. The admission-rate for sickness is shown 
to have declined steadily for the last 40 years with 
exceptions naturally for the two war periods. The 
decline is attributed to advances in preventive 
medicine. At the same time it is pointed out that 
hospital care of the sick has become a much more 
complex procedure owing to modern methods of 
treatment so that the “overhead in personnel ” 
is greater than ever. The leading cause for admission 
in 1933 is “ athletic exercise.” This is the first time 
that athletic injuries have headed the list. The 
second and third causes are bronchitis and influenza 
respectively. Gonorrheea is still fourth on the list 
though its incidence has declined rapidly and steadily 
since 1929. Dementia precox remains the most 
important cause of discharge, with tuberculosis as 
a close second. Thirty-five per cent. of all discharges 
are due to nervous and mental diseases. Gonorrhwa 
causes the greatest loss of time, tuberculosis again 
being in second place. The non-effective-rate has 
remained close to 30 per 1000 for the last ten years, 
somewhat higher than it was just before the war. 
Admissions for alcoholism were the lowest for any 
year since 1926, when the decline among civilians, 
as J. R. Earp has suggested, was due not so much 
to the law as to the war—a sort of moralequivalent. If 
this is true the combatants should find alcoholism 
replaced by the excitement and extroverting stimuli 
of war quite as much as the civilians and in fact this 
is exactly what appears in the Surgeon-General’s 
graph, in which marked drops are shown both for the 
Spanish-American and the world war. 
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IRELAND 


(FROM OUR OWN CORRESPONDENT) 


DISPENSARY DOCTORS 


THE County Wexford board of health recently 
granted a substantial improvement in the scale of 
salaries of their dispensary medical officers. Hitherto, 
the scale was from a minimum of £200 to a maximum 
salary of £300 a year. The new scale is from 
£250 to £325 a year by increments of £10. The 
scale does not reach the best granted in some 
counties, which runs from £250 to £350, but it is 
a substantial advance. It is unfortunate that the 
department of Local Government and Public Health 
has not yet attempted to establish a uniform scale 
in the several counties. At present it happens that 
the poorer the county and the less the opportunity 
for private practice the lower the scale of salaries. 
Some of the arguments used by members of the 
Wexford board of health in favour of the increase 
of salaries are interesting as admitting facts well 
known to the medical men themselves but rarely 
assented to by members of local authorities. Alder- 
man Covish, who moved the resolution, stated that 
were it not for the present economic depression the 
committee which made the recommendations would 
have recommended a larger increase. A great many 
people who formerly paid for medical treatment now 
got their medical attendances on a “red ticket.” 
The position of dispensary doctors at present was 
unenviable. Their private practice was not any- 
thing like what it was formerly. The chairman of the 
board pointed out that with the development of 
hospitals many people now sought hospital treat- 
ment instead of going to the dispensary doctor, 
and the school medical service had taken a lot of their 
private practice. Travelling was more expensive 
than formerly, and the cost of living was higher. 

The reasons which weighed with the Wexford board 
of health are not peculiar to that county. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK 
JAN. 19TH, 1935 


Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 
0; scarlet fever, 3272; diphtheria, 2249; enteric 
fever, 28; acute pneumonia (primary or influenzal), 
1007 ; puerperal fever, 40; puerperal pyrexia, 114 ; 
cerebro-spinal fever, 14; acute poliomyelitis, 5; 
encephalitis lethargica, 9; dysentery, 21; ophthalmia 
neonatorum, 90. No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 28th-29th was as follows : Small-pox, 
0 under treatment, 0 under observation ; scarlet fever, 1325 ; 
diphtheria, 2255 ; measles, 173; Teeceing-conen, 298; puerperal 
fever, 16 mothers (plus 3 babies); encephalitis lethargica, 
269; poliomyelitis, 3; ‘‘ other diseases,’’ 319. At St. Margaret’s 
Hospital there were 15 babies (plus 7 mothers) with ophthalmia 
neonatorum. 

Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 1 (1) from enteric 
fever, 10 (0) from measles, 7 (0) from scarlet fever, 
12 (1) from whooping-cough, 46 (5) from diphtheria, 
42 (16) from diarrhcea and enteritis under two years, 
and 58 (9) from infiuenza. The figures in parentheses 
are those for London itself. 

There were 5 deaths from diphtheria at Leeds, 3 each at 
Liverpool and Newcastle-on-Tyne, 2 each at Southampton, 
Manchester, Sheffield, Sunderland, Birmingham, and Merthyr 
Tydfil. Birmingham reported 4 deaths from influenza; Bolton 
and Wolverhampton each 3. 

The number of stillbirths notified during the week 
was 263 (corresponding to a rate of 38 per 1000 total 
births), including 35 in London, 
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THE SERVICES 
ROYAL NAVAL MEDICAL SERVICE 


Surg.-Comdr. A. C. Paterson to Pembroke for R.N.B. 

Surg. Lt.-Comdrs. M. Barton, W. G. C. Fitzpatrick, 
F. B. Quinn, W. A. Hopkins, J. J. Cussack, C. R. Boland, 
E. E. Malone, and J. M. Flattery (Royal Australian 
Navy) to President for promotion course. 

Surg. Lt.-Comdrs. (D) C. R. L. Argles to Ambuscade ; 
G. B. F. Reece to Huwkins; and G. Talbot-Smith to 
Dolphin. 

Surg. Lts. F. Bush to Pembroke for R.N.B., 8S, I. Ballard 
to Cyclops, and E, D. Caldwell to Norfolk. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lts. A. J. W. Beard and W. S. McKenzie have 
resigned. 

Surg. Lt. H. L. Hoffman to Victory for Haslar Hospital. 

Proby. Surg. Lt. (D) J. Bunyan to Pembroke for R.N. 
Hospital, Chatham. 


ROYAL ARMY MEDICAL CORPS 


Lt.-Col. L. T. Poole, D.S.0., M.C., M.B., R.A.M.C., 
to be Asst. Professor of Pathology, Royal Army Medical 
College, Millbank. (For the Director and Professor of 
Pathology, vide Tur Lancet, Dec. 29th, 1934, p. 1476.) 


ARMY DENTAL CORPS 
N. T. MeNie to be Lt. (on prob.). 


TERRITORIAL ARMY 


Lt. G. D. Kersley to be Capt. 

Maj. H. C. C. Hackney, having attained the age limit, 
retires and retains his rank, with permission to wear the 
prescribed uniform. 


ROYAL AIR FORCE 


Flight Lt. D. C. Macgilchrist is transferred to the 
Reserve, Class D. 

Flight Lt. A. E. Vawser to Home Aircraft Depét, 
Henlow. 

The following Flying Officers are posted to Medical 
Training Depét, Halton, on appointment to short service 
commissions: R. G. James, C. A. Lewis, J. W. Patrick, 
W. G. 8S. Roberts, A. W. Smith, G. H. Stuart, and 
J. 8. Wilson. 

Dental Branch.—Flying Offr. A. Maben to Medica! 
Training Depét, Halton, on appointment to a non- 
permanent commission. 


RESERVE OF AIR FORCE OFFICERS 


Flight Lt. V. V. Brown relinquishes his commn. on 
completion of service. 

INDIAN MEDICAL SERVICE 

Lts. (on prob.) to be Capts. (on prob.): R. L. Haviland 
Minchin, W. G. Kingston, R. de Soldenhoff, R. R. Prosser, 
J. Edis-Myers, T. K. White, C. J. Hassett, E. Parry, 
W. G. Kennedy, and P. I. Franks. 

The undermentioned officers have retired: Lt.-Cols. 
W. L. Harnett, C.I.E., M.D., F.R.C.S., and W. A. 
Mearns, M.B. 

Capt. D. R. Tweedie has resigned his commn. 

DEATHS IN THE SERVICES 

The death occurred on Jan. 23rd of Col. HuBERT ALARIC 
Bray, C.B., C.M.G. Born at Guildford he was the 
son of Maj.-Gen. @. F. C. Bray, formerly 96th Regt. 
He entered the Royal Army Medical Corps in 1892, became 
Capt. in 1895, Major in 1904, and Lt.-Col. in 1914, and 
retired in 1921. For his services at the N.W. Frontier 
of India in 1897-98 he received a medal with clasp, and 
for service in the Soudan in 1905, where he was mentioned 
in dispatches, he received a medal! with clasp, 4th class 
Osmanieh. He had served in South Africa from 1899- 
1902 and in the European War he was on the staff with 
the rank of Colonel and was mentioned in dispatches. 
He married in 1909 Maude, daughter of the Rev. W. J. 
Boys. He was created C.M.G. in 1916 and C.B. in 1919. 
He had lived for some time at Bath, where he was Medical 
Superintendent at the Bath Ministry of Pensions Hospital. 
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General Practitioner Service 


Some months ago the Medical Practitioners’ 
Union circulated a memorandum on a general practi- 
tioners’ service to all panel committees. The London 
panel committee, which considered a report on this 
memorandum at its meeting last week, disagreed 
with the foreword which states that at the moment 
there is nothing so urgent or so easy as extension 
of general practitioner service to the whole popula- 
tion, and that such extension should precede by at 
least five years any further development of State- 
controlled services. The subcommittee which pre- 
pared the report indicated its general approval, 
except that it did not agree with the inclusion of 
general practitioner consultations as part of the 
terms of service. But the panel committee turned 
down the document on the question of “ principle.” 
Dr. F. Gray agreed to extension of the insurance 
service to dependants but not to the whole popula- 
tion; the question who is a dependant being one 
for the Ministry of Health, not for the medical pro- 
fession, to shoulder. There was, he said, no demand 
whatever for such extension to the upper social 
strata of the population. What the suggestion 
amounted to was that the medical profession should 
go to the Ministry and ask for the whole population 
to come into insurance on a non-contributory basis, 
the doctors to be paid half as much again they were 
now being paid on a contributory basis That would 
make them a laughing stock. There used to be a 
religious society which always started its proceedings 
with a hymn beginning ‘‘ Are we yet alive ?’’—that 
was, he thought, the origin of the memorandum, 
and he moved that no action should be taken on it. 
Dr. E. A. Gregg, while he believed that the M.P.U. 
organisation was very much alive and doing useful 
work, was willing to adjourn discussion for a month 
for members to think it over. Other sections of the 
community, he said, were discussing the subject and 
deciding what they would do when they got into 
power. They ought to have a scheme ready with 
criticism of other suggestions. Education, he said, 
was offered to the whole community; should not 
the same principle apply to health? The resolution 
that no further action should be taken was carried 
by a large majority. 


se 


What is a Partnership ? 


The question what is and what is not a partner- 
ship has long been a subject for discussion at 
insurance committees. ‘“‘ For the purposes of this 
provision,” the regulations state, ‘a practitioner will 
not be deemed to be a partner unless he is in the 
position of a principal in connexion with the practice 
and is entitled to a share of the profits of the partner- 
ship which is not less than one-third of the share 
of any other partner.” The Birmingham insurance 
committee reports the following interesting case. 

An agreement was drawn up by Dr. X. and Dr. Y., as 
senior partners, and Dr. Z. as junior partner, providing 
inter alia that :— 

(a) The junior partner shall receive each year by way 
of remuneration a certain sum or a sum equal to one- 
third of the net income of the practice whichever is the 
greater. 

(b) The senior partners shall have the right to terminate 
the partnership by giving to the junior partner three 
months’ notice in writing to that effect. 

(c) All cheques drawn on the banking account of the 
partnership shall be signed by the senior partners. 
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‘PANEL AND CONTRACT PRACTICE 


(d) The senior partners shall be entitled to the net 
profits of the partnership in equal shares subject to the 
payments to be made to the junior partner and shall 
bear any loss which may occur in the same proportion. 

(e) The capital of the partnership belongs to and is 
the property of the senior partners in equal shares, the 
junior partner having no right or interest therein. 


The arrangement would appear to satisfy the require- 
ment in the terms of service that each partner is 
entitled to a share not less than one-third of the 
share of any other partner, but the subcommittee 
was in doubt whether the junior partner was “ in 
the position of a principal,” as he appeared to be 
in no better or more responsible position than if 
he were an assistant with a salary of not less than 
that provided by the agreement. As, however, 
the committee was advised that a partner is neces- 
sarily a principal, it decided to raise no objection to 
the recognition of the partnership. There was a 
doubt in this case whether profits referred to insur- 
ance profits only or to the profits of the whole prac- 
tice, and whether “share of any other partner” 
implied that as long as the share was not less than 
a third (say) of Dr. X.’s it might be less than a third 
of Dr. Y.’s and still be a partnership. 

A recent case in London is also worth noting. 

Dr. A. and Dr. B. were said to be in partnership, having 
between them 5000 insured persons on their lists. Dr. B. 
left the practice and Dr. C, joined Dr, A. as a partner 
signing the necessary form in which it was declared that 
the share of Dr. C.’s profits was not less than a third of 
Dr. A.’s. Information having been received about the 
terms of the agreement between Dr. A. and Dr. B., the 
subcommittee refused to recognise Dr. C. as a partner 
until the partnership deed had been produced for inspec- 
tion by the committee’s solicitors. Attention was then 
drawn by them to two clauses :— 

4 (a) The partners shall be entitled to the “‘ net profits 
of the insurance practice ’’ in the following shares, that 
is to say, three-fourths thereof to Dr. A. and the remaining 
fourth to Dr. B. 

4 (d) The expression “net profits of the insurance 
practice ”’ shall mean the panel fees receivable in respect 
of the practice at ——— aforesaid less all expenses and out- 
goings of whatsoever nature and by whatever name called 
payable in respect of or on account of the whole of the 
before recited practice both panel and private. 


The first question was whether Dr. C. was a principal. 
He is referred to in the agreement as a partner, and 
the relationship with Dr. A. is called a partnership, 
and in ordinary circumstances a partner is neces- 


sarily a principal. But from this agreement it 
appears that Dr. C. is in no better position than if 
he were an assistant with a fixed minimum salary 
and a possible increase dependent upon the profits 
of a part of the business in which he is employed. 
Dr. A. determines the place of business, is respon- 
sible for losses, has complete control of funds, of 
accounts, is under no obligation to Dr. C. to work, 
can use Dr. C. generally as his assistant, has com- 
plete control of employees, and generally has abso- 
lute control over the practice in every respect to 
the exclusion of Dr. C. who “is not and shall not 
be or become in any way interested in the practice 
except in participation of net profits.’ The sub- 
stance of the document, the solicitors say, places 
Dr. C. in just the position of an assistant. Secondly, 
in view of the deduction from the panel receipts 
for Dr. A.’s private practice Dr. C.’s share is obviously 
less than a third of Dr. A.’s. He does not share in 
the private profits, so that on this part of the agree- 
ment he cannot be recognised as a partner, 
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The insurance committee agreed with the legal 
opinion, with the result that Drs. A. and C. together 
will be allowed only 4000 insured persons. As they 
have been paid for 5000 the firm will be surcharged 
for the 1000 patients for which they have been over- 
paid since Dr. C. joined Dr. A. as a coéperating 
practitioner. The question may arise whether Dr. A. 
ean be paid for 4000, if he had not permission to 
employ an assistant. It is not a little surprising 
to find a practitioner asking a junior man to work 
under such terms as are included in the above agree- 
ment, and to find a qualified man who would sign 
a document which is so clearly against his own 
interests. There is the further question of the official 
form in which they both declare that Dr C. ‘‘is 
entitled to a share of the profits of the partnership 
which is not less than one-third of the share of any 
other partner ’’"—a statement which quite clearly is 

r r 
eee Dispensing Errors 

The accuracy of the dispensing service in London 
was discussed at the last meeting of the insurance 
committee. There are some 8,000,000 prescriptions 
dispensed yearly in London, and of these the number 


‘CORRESPONDENCE 


LONDON UNIVERSITY AND ITS MEDICAL 
SCHOOLS 


To the Editor of THe LANCET 


Sir,—I am perplexed by the repercussions which 
my letter to you of Nov. 24th, 1934, has evoked. 
The majority of your correspondents commenting 
upon the letter seemed to regard my proposal as 
envisaging the complete reorganisation of the medical 
curriculum, which was not my intention. The specific 
proposal which I made is really the domestic concern 
of the university, affecting none but London Univer- 
sity students, and my letter was written with the object 
of inducing medical schools to assist the Senate by 
making some expression of opinion on the desirability 
or otherwise of the very small change in the examina- 
tions for the Ist and 2nd M.B. which would achieve 
the result aimed at. “Now “A Layman,” in his 
extremely interesting letter in your current issue, 
declares that my original letter ‘* opened up a question 
of far greater consequence ’—namely, whether a 
university degree in medicine should constitute a 
licence to practise. 


“A Layman’s” letter interests me particularly 
inasmuch as in an address given at the Royal Institute 
of Public Health in October, 1932 (Jour. of State 
Medicine, February, 1933), I suggested that there 
should be a very much simplified qualification 
obtainable after a period of four years’ training, 
which would give admission to the Medical Register 
and which should be compulsory upon all persons who 
wish to practise any branch of the healing art. I 
amplified this suggestion in another address in 
October, 1933, (Jour. State Med., February, 1934), 
and pointed out its desirability and indeed urgency 
in meeting the competition of the irregular prac- 
titioner. That competition has become increasingly 
insistent during the past year, and has culminated 
in a remarkable event, the passage of the second 
reading in the House of Lords of a Bill which would, 
if it became law, give to osteopaths after a very 
inadequate period of training completely equal status 
and privileges with the medical profession in the 
treatment of disease in general. 


allowed for testing purposes is 449 per year. In the 
last half year 15°5 per cent. of those tested were 
considered to be so quantitatively different from the 
prescriptions from which they were dispensed as to 
necessitate inquiry by the pharmaceutical service 
subcommittee. Every endeavour is made to select 
the tests so as to be fair to the whole area; if then 
one in seven examined are found to be incorrect it 
would follow that over a million presciiptions a year 
in London are ineorrectly dispensed. The com- 
mittee however felt that 449, or one test out of 
every 19,000 prescriptions, was not nearly sufficient 
for the purpose. It was remarked that the usual 
penalty for a dispensing mistake was £1, whereas 
the penalty is £5 for a medical man who improperly 
signs a certificate. There is some discrepancy 
between them, and to a large firm of chemists a £1 
fine is quite nominal and does not even pay for the 
cost of the analysis. The chairman of the sub- 
committee said they were very strict in investigating 
cases of error, and in the last few years the percentage 
had decreased slowly from 20 to 15°5. The Ministry 
will however be asked to sanction an increase in the 
number of tests made in London. 


The points 1 made were briefly two : (1) That the 
medical curriculum urgently called for overhauling 
and simplification; that greater attention was 
required to the basic subjects needed by the general 
practitioner in his daily work, medicine, surgery, 
and midwifery, and that relinquishment must be 
accepted, however reluctantly, of the ideal now no 
longer realisable of making the medical student 
know “something of everything *’ before he achieved 
registration. (2) That opportunity should be taken 
of this position to institute a simpler qualifying 
examination which would ensure the public against 
incompetence of its medical advisers, regular or 
irregular, to deal with the everyday emergencies 
of medical practice. It is reasonable, I submit, to 
insist that the osteopaths, to take a concrete example 
of the most vocal of the irregular practitioners, if 
they wish to be admitted to the Register, should 
have a minimal knowledge of medicine, surgery, and 
midwifery before embarking upon the practice of 
osteopathy, which claims to be a branch of “the 
healing art.” It is unreasonable and no longer really 
a practicable proposition to insist that the osteopaths 
should go through the present medical curriculum 
leading to registration entailing as it does on an 
average from six to seven years’ preparation. A 
qualifying examination after four years’ study would, 
I submit, meet all the requirements of the public, 
who are the final arbiters of such a question, and who 
clearly desire to experiment with irregular cults. 


I therefore welcome ‘“ A Layman’s” suggestion 
of a single qualifying examination, but I am afraid 
I do not think that his aim could be achieved “ by 
agreement between the universities and corporations 
concerned,” if such an agreement ever became 
possible, which I doubt ; I believe there are too many 
clashing interests to make such an agreement at all 
probable. This change in the requirements for 
registration would I think have to be imposed upon 
the medical profession by some supreme authority 
outside it, such as Parliament itself. University 
degrees in medicine would of course be completely 
untouched by such a change. They would not 
per se be qualifications to practise but they would 
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doubtless be essential requirements for appointments 
on the staffs of hospitals or in the higher public 
services. Their academic distinction would be in no 
way impaired, and might even conceivably be 
heightened, as ‘“‘ A Layman ”’ clearly sees. 
I am, Sir, yours faithfully, 
House of Commons, Jan. 28th. E. GRaHAM-LITTLE. 


NON-GONORRHEAL URETHRITIS 
To the Editor of Tuk Lancet 


Str,—Mr. Morton Whitby’s interesting article on 
descending infection of the urethra in your issue of 
Jan. 19th (p. 149) remarks that acute simple (i.e., non- 
gonorrheal) urethritis is uncommon. But I think 
that this statement holds good only in temperate 
countries and that in hot and very dry countries it is 
not a rare condition. My personal experience in 
South Africa is that excessive thirst leads very soon to 
simple urethritis. Owing to severe sweating without 
adequate supply of drinking water the urine gets very 
concentrated, frequent micturition of very small 
quantities of urine sets in, and the concentrated urine 
acts as an irritant to the mucosa of the urethra. The 
urethra not of course being sterile, the smallest 
lesion of the mucosa leads very easily to a simple 
inflammation with slight discharge which soon passes 
off when the loss of water is made good with plenty of 
bland fluids. I am sure that this is the experience of 
British and French medical officers stationed in the 
Sahara, Southern Arabia, and some parts of South 
Africa and Australia ; but these simple cases do not 
often come under the care of genito-urinary surgeons, 
who when they do see a case are apt to suspect 
gonorrheal infection. I have seen a statement of this 
kind on the simple urethritis of the tropics in some 
text-book on the shelves of the Library of the London 
School of Hygiene and Tropical Medicine, but I cannot 
give the reference. 

I am, Sir, yours faithfully, 


V. Sux. 
Anthropological Institute, Masaryk University, Brno, 


Czechoslovakia, Jan. 21st. 


TREATMENT OF BURNS 
To the Editor of Tue LANceT 


Simr,—I read with great interest the survey of the 
treatment of burns by Mr. A. M. Clark and Dr. R. 
Cruickshank in your last issue (p. 201). As a practi- 
tioner of general medicine I endorse the futility of 
seeking a single and simple method of treatment. 
Tannic acid can be used in conjunction with varied 
antiseptics producing rapid epithelialisation. I do 
not suppose it is peculiar to my personal experience 
that however quickly one hurries to the scene of 
accident the injured parts have been thickly covered 
with oil or grease, according to traditional custom. 
This undoubtedly minimises the activity of the 
tannic acid, and increases injury and shock produced 
by attempted cleansing. Deaths do occur in spite 
of rapid and apparently satisfactory tanning. In 
other instances, in spite of only partial tanning, 
eventual recovery may be surprisingly good. It is 
about this that I would more particularly like to 
say a few words. Frequently, after three to five 
days repeated tannic acid applications, certain 
septic surfaces become obvious. I have found ultra- 
violet rays from a mercury-vapour lamp satisfactory 
at this stage. Five or seven minutes at 24 in. from 
the light source has proved suitable as a first applica- 
tion; after three days a further application of 10 
or 12 minutes is given, repeated again after three 
or five days. Between these exposures a dressing 
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of ung. ichthyol. B.P. and pasta zinci, equal parts, 
seems suitable. The rapid epithelialisation that 
can be produced is often surprising and extremely 
gratifying. In addition to purely surface infection 
sloughs of varying depth may have formed. I 
have found in practice that a familiar paste of 
glycerin. acid. carbol. half B.P. strength (i.e., 1} per 
cent.) and magn. sulph. exsice. q.s. applied thickly 
and changed at three-day intervals can be used with 
advantage to deal with such areas. Not more than 
a limited area should be treated at one time because 
of pain that can be caused by this paste. 
I am, Sir, yours faithfully, 
W. B. R. Monrteiru, F.R.C.S. Edin. 


Bourne, Lincs, Jan, 29th. 


THE OSTEOPATHS BILL 
To the Editor of THe LANCET 


Sir,—Mr. Denis Browne’s letter is good up to the 
penultimate paragraph—and then he slips badly. 
He displays the same ignorance about Sir Herbert 
Barker that incensed the public against the medical 
profession 15 years ago, and which is the strongest 
card in the osteopath’s hand to-day. Barker made 
practically the whole of his fame and fortune by the 
treatment of two conditicns: (1) foot-strain, which 
ignorant people still call flat-foot, and (2) chronic 
knee strain and certain cases of internal derangement 
of the knee. Mr. Denis Browne’s jury of scientific 
laymen would have found that Barker treated these 
cases by a method which at that time was practically 
unknown to the medical profession at large, and that 
he did so with the almost uniform success which is 
the experience of surgeons who practise manipulative 
surgery to-day. It was not until some of us took the 
trouble to find out what Barker was really doing, that 
this part of manipulative surgery was placed upon a 
sound pathological basis. The truth is that in the 
so-called “ Barker controversy ’’ the medical profession 
had not a leg to stand on, and this is the soil on which 
the Osteopaths Bill has been sown. 

I have been told by a non-medical member of the 
House of Lords that everyone in the House thought 
that the Bill was simply a revival of the Barker 
controversy. Not one of them had the slightest idea 
of what osteopathy really is, and the vote on the 
second reading was simply a vote in favour of the 
bone-setter, as represented by Barker, against 
the “trade unionism ”’ of the medical profession. 

It would be difficult to find a more complete 
indictment of osteopathy than that which is contained 
in the admirable memorandum of the British Medical 
Association. But the trouble about the Osteopaths 
Bill is that it has very little to do with osteopathy. 
The Bill carefully refrains from defining osteopathy. 
Osteopathy is what osteopaths do, and therefore 
anything that osteopaths care to do is osteopathy. 
Practically all osteopaths have recanted the cardinal 
principles of osteopathy, and, while they still practise 
empirical manipulation of the spine, they also practise 
straightforward bone-setting or manipulation in regions 
other than the spine. Now they are trying to establish 
for themselves a monopoly of all manipulative surgery, 
and they are relying entirely upon the successes of 
bone-setters and upon the public feeling aroused by 
the Barker controversy for the success of their 
venture. 

It is perhaps fortunate that the Bill does not stop 
there. The grasping hand is likely to prove its own 
undoing. For tucked away at the end of the Bill is 
a little schedule of osteopathic practice which covers 
the whole field of medicine, including gynecology and 
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Did the noble Lords, I wonder, contemplate that 
the births of future members of their House would be 
facilitated by the “‘ adjustment of their Ladyships’ 
spinal ‘lesions’’”’? Do they really think that 
hunting men, footballers, and others go to osteopaths 
to have their spines twisted when they sprain the 
muscles and ligaments of their limbs or displace their 
semilunar cartilages ? (I have seen a woman who had 
her spine manipulated almost daily for 18 months— 
for flat-foot!) Do they realise that in the strict 
interpretation of this Bill, Sir Herbert Barker's 
practice would be illegal, unless he chose to subscribe 
to the doctrine of the spinal “lesion”? ? This might 
impress them more than the fact that it would also 
be illegal for an orthopedic surgeon to practise 
manipulative surgery. 

Finally, do they realise that this is a purely American 
stunt, and that, despite all the protests to the contrary, 
the British element in osteopathy is absolutely 
negligible.—I am, Sir, yours faithfully, 

London, Jan. 28th. A. 8. BLUNDELL BANKART. 


THE RESERVOIR SIGN OF ACUTE MASTOIDITIS 
To the Editor of Tur LANCET 


Smr,—In drawing attention to the reservoir sign 
as an early clinical sign of acute mastoiditis, I 
deliberately avoided the question of when to operate. 
Mr. E. Watson-Williams-has sought for the heel 
of Achilles but his quotation from my paper is 
misleading. I wrote as follows :— 


“ After the third day from perforation or myringotomy 
the presence of a positive reservoir sign is diagnostic of 
acute mastoiditis ’’—deliberately omitting, at this stage, 
the question of operation. Further on I said “a positive 
reservoir sign alone, elicited one month after perforation, 
is absolutely diagnostic of mastoiditis . . . [here is inter- 


polated a typical case}. . . The more rapid the reaccumula- 


tion is the more urgent is the indication for immediate 
operation on the mastoid.” 
The last sentence refers to the case of one month’s 
duration, and not as quoted by Mr. Watson-Williams. 
ess, per se, is of little routine diagnostic value, 
especially in infants and young children, in whom 
acute mastoiditis is commonly present without 
earache, tenderness, or swelling (a very late sign). 
Even a temperature may be interpreted in terms of 
the causal influenza, infectious fever, or serum 
reaction. Yet the otorrhea with a positive reservoir 
sign implicates the mastoid as a source of infection. 
Four days ago I saw a child of 24 years who nine days 
previously had developed scarlet fever and an otitis 
media. The membrane was incised. The temperature 
remained at 101° F. and was ascribed to the scarlet 
fever infection at first and later to a serum reaction. 
There was no earache, mastoidt enderness, or swelling ; 
yet the otorrhea with a positive reservoir sign in 
ten minutes incriminated the mastoid. Immediate 
operation revealed the mastoid process to contain 
a large abscess cavity with complete disintegration 
of all the mastoid cells, and the temperature returned 
to normal. 

In acute otitis media the infection is limited to the 
tympanic cavity and rapidly subsides (as does every 
other superficial abscess) when adequate drainage is 
established. Clinical experience leads me to believe 
that, in the majority of cases of acute otitis media, 
the tympanic cavity alone is involved. Mr. Watson- 
Williams’s description of a masteid process with 
“cells . . . full of mucopus, the mucosa swollen, the 
bone inflamed ” coincides with my view of one type 
of an acute mastoiditis. Most of the 322 cortical 
mastoid operation cases mentioned in my paper 
were admitted to the wards of a children’s hespital. 


I admit and discharge without operation almost as 
many cases as are operated upon. Of the latter, a 
large number are kept under observation up to two 
or three weeks before operation. The average case 
was operated on from the fourteenth to the twenty- 
first day. About 1 in 15 of the cases of acute suppura- 
tive otitis media developed acute mastoiditis. 

Is it prudent, once the diagnosis of acute mastoiditis 
is established, to permit the suppuration to smoulder 
on, to threaten life and hearing—and perhaps develop 
into a chronic condition—when there is at our 
disposal the cortical mastoid operation with its 
gratifying results ’—I am, Sir, yours faithfully, 

Harley-street, W., Jan. 25th. N. ASHERSON. 


EARLY DIAGNOSIS OF RICKETS 
To the Editor of Tur LANCET 


Sir,—In his article on rickets in your issue of 
Jan. 19th (p. 134) Dr. Sheldon states “that rickets 
is fast becoming an uncommon condition, and the 
medical student of to-day may consider himself 
fortunate if he sees as many as half a dozen cases 
during his period at hospital.” 

This is undoubtedly true of the florid forms of 
the disease which find their way to the hospitals, 
but in its early stages rickets is still the most common 
disease of infancy. It is difficult to state its exact 
incidence, because this varies with the diagnostic 
standards adopted by different observers. I believe 
it can be detected at some time during the first year, 
if the infants are examined at regular intervals, in 
not less than 50 per cent. of those who attend our 
welfare centres. Rickets is still the primary cause 
of much ill-health and a high infant mortality which 
does not figure in the mortality-rates. The victims 
are numbered among the deaths attributed to measles, 
whooping-cough, pneumonia, diarrhea, &c. Dr. 
Sheldon himself reports two deaths in 11 cases. As 
long as our hospital teachers delay the identification 
of rickets until unequivocal bony signs appear, suit- 
able preventive measures on a large scale will con- 
tinue to be delayed. 

The early signs are pallor, head sweating, restless- 
ness, loss of muscle tone, enlargement of the abdomen, 
and serious reactions to minor infections. Of these 
the amyotonia is the most, constant, and the first to 
yield to treatment by cod-liver oil and/or ultra- 
violet light. Moreover, this loss of muscle tone and 
the accompanying laxity of ligaments is responsible 
for the great majority of the minor orthopedic 
problems of childhood, including the 50 per cent. of 
children who develop a varying degree of genu- 
valgum. 

With our present knowledge it must be admitted 
that the above signs do not make the diagnosis 
certain, but for practical purposes these signs must 
be taken as diagnostic, because the vast majority 
of the children showing them do develop the bony 
changes if the signs go unheeded. When there is 
beading of the ribs, bossing of the skull, or X ray 
evidencé in addition, the disease is well established. 
Cranio-tabes is an unreliable sign, for it seems to 
vary in different countries and in the hands of 
different observers (“‘ Rickets in Vienna,” p. 131). 

Much has been done in the infant welfare centres 
to combat rickets—viz., the early administration of 
cod-liver oil to both breast- and bottle-fed infants, 
free milk to those in need, attention to their diets, 
exposure to sun and air in the summer months, and 
to ultra-violet light in the winter. In spite of these 
measures rickets is distressingly common, especially 
in the early months of life. Progress has been made, 
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and no doubt time will bring better results, but one 
factor has been overlooked. It is difficult to avoid 
the conclusion that in a large number of our cases 
the disease begins in utero. The foundations are 
bad; there is not enough lime, phosphorus, and 
vitamins in the bricks and mortar, and the result is 
a jerry-built structure. If it be asked why these 


infants—like a jerry-built house—look well enough 
during the early months of life, one supposes that 
their calcium-phosphorus metabolism is at a low 
level, but sufficient during the time the infant draws 
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its nourishment through the placenta. It breaks 
down under the more difficult conditions of a separate 
existence, when the breast milk is probably more 
deficient in antirachitic elements than the maternal 
blood ; and the infant is still further handicapped 
by the early difficulties of digestion and microbic 
invasions. I suggest we will get better results in 
our campaign against rickets if we pay more attention 
to the mother throughout pregnancy and the period 
of lactation. I am, Sir, yours faithfully, 
Onslow-square, S.W., Jan. 29th. A. G. HAmMILton. 
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NOTES ON CURRENT TOPICS 


Reassembly of Parliament 


THE House of Commons reassembled on Monday, 
Jan. 28th, and the House of Lords on Tuesday, 
Jan, 29th, after the Christmas recess. 


Unemployment Relief Regulations 


In the House of Commons on Jan. 28th, in 
Committee of Supply on the Civil Estimates, 

Mr. OLIVER STANLEY (Minister of Labour) said 
that he would not enter into any detailed discussion 
of the effects of the Board’s administration. But 
he would like to say that he had never attempted to 
conceal from the House that the Regulations, if 
passed, would lead in certain cases to a reduction. 
He had pointed out that one of the particular com- 
plaints about the existing administration was the 
great lack of uniformity in all parts of the country, 
and that the object of this reform was to attain 
uniformity. 

{Mr. Cove: There 
uniformity now.] 

Mr. STANLEY said that it was obvious that the 
reductions to which he had referred would be more 
numerous and severe in those areas where the 
administration of the existing law had been lax, 
and, in some cases, illegal. This was a very vast 
undertaking and he did not think that anyone from 
the pure machinery side could have any criticisms 
of the way the Board came into operation. 

{[Mr. T. SmirH: I intend to make some anyhow. ] 

Mr. STANLEY said that it was too early to judge 
from the country as a whole the effect of these Regula- 
tions. The change-over had not yet been completed 
and the local administration had not yet settled 
down. In few, if any, cases had the appeal tribunal 
yet had an opportunity of reviewing the decisions 
which had been given. It was already plain, however, 
that in a large number of cases of families without 
resources the benefits they received under this scheme 
had been increased. 

Mr. LAwson said that the Government had 
paraded this new system as a ‘‘new deal”’ for the 
unemployed. As far as they were concerned, it was a 
very bad deal indeed. The lot of the t mass of 
the people at present was painful and lamentable. 
The Government were going to be faced in the months 
to come with a situation among the unemployed 
more dangerous than any it had known since the 
end of the Great War. 

Mr. MANDER said the scale which was being put 
into operation under the present administration 
was a large reduction on the old public assistance 
committee scale, and surely that old scale was never 
regarded as being generous, but rather as being an 
unfortunate scale that had to be put into operation 
when national economy was required. Proceeding 
to give examples of the working of the new scale 
the hon. Member said that in the case of a man with 
nine children under the old scale they got 38s. a 
week ; now they got only 25s. The reason was that 
two members of the family were working, a son 


is starvation in place of 


earning 16s. and a daughter 13s. The poor-law 
allowance would have been more—namely, 27s. 3d. 
weekly instead of 25s. He had another case of a 
man who had had his allowance of 28s. reduced 
to nothing. It seemed incredible that the Minister 
could have intended reductions on that scale to take 
place when the old scale was already low enough. 

Mr. T. SmiruH said that they had been told by the 
British Medical Association that they were going 
to write a cookery book for people with small incomes, 
In his (Mr. Smith’s) experience of physiculture he 
had got to know a little about calories and he 
challenged the B.M.A., or any member of that House 
or elsewhere, to draw up a cookery book giving meals 
that would nourish the body as it ought to be 
nourished and which could be purchased by those 
who were in receipt of the allowances under these 
regulations. The regulations were arousing tremen- 
dous indignation, and there was a demand for their 
revision from all classes. 

Miss RATHBONE said that it was not the case that 
the new scales in almost every instance satisfied the 
standard laid down by the B.M.A. On the contrary, 
when a family was living wholly on the scale, and 
where the question of resources did not come into the 
case at all, if they brought the B.M.A. standard up 
to the present cost of living and compared it with the 
scale allowed under the regulations it would be 
found that there were deficits varying from a few 
pence to something like lls. in the case of a man 
with five children. She could not believe that the 
Board were guided in laying down the scales by any- 
thing quite so absurd as the conception of the average 
family. Obviously if the average family consisted 
of a child and a half it was not going to be any 
consolation to the parents with a large quiverful 
to be told that if the amount they were getting was 
not sufficient to feed the hungry mouths it was because 
the number of their children was above the average. 
She challenged the Minister of Labour or the Board 
to produce the basis on which their scale had been 
made and to show that it enabled families, quite 
apart from the question of the assessment of resources, 
to satisfy their basic minimum needs according to 
the estimate of those needs laid down by the B.M.A. 
or any other scientific body. 

Mr, KENNETH LINDSAY said that last Friday week 
about 80 per cent. of the people in his constituency 
(Kilmarnock) who came before the Board suffered 
a reduction. The Government could do what they 
liked to restore trade, but these people were going 
home with smaller sums of money and they could not 
go to the poor-law. They could go right through 
the regulations and not find any method for using 
discretion in some of these cases. There was there- 
fore something wrong. He did not want to crab 
the whole scheme on that account, but rather to 
appeal to the Government to give the matter their 
urgent attention. 

Mr. BUCHANAN said that he differed from some of 
his Labour colleagues over the question of the possible 
modification of the regulations. He thought that 
there were no modifications possible. The regulations 
were not working more harshly than he had expected, 
The scheme could not work. 
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After further debate, Mr. R. S. Hupson (Parlia- 
mentary Secretary to the Ministry of Labour) said 
that all the cases had not yet been finally decided 
and the whole of the people had not exercised their 
right of appeal and therefore they did not know what 
the final determination in any of these cases would be. 
Until they knew that, it would be premature to say 
whether a case had been made out for review or not, 
and whether the regulations would finally work with 
the discretions which they contained. 

The debate was continued on the following evening 
when Sir HERBERT SAMUEL associated himself with 
the protest against the substance of the regulations, 
and Mr. STANLEY, Minister of Labour, assured the 
House that he would take what steps he could to see 
that the regulations would operate fairly and without 
hardship. Appeal tribunals were all set up and 
ready to function. He would represent to the Board 
the desire of the House—a desire which he shared— 
that advisory committees should be brought into 
being as quickly as possible. There was a case for 
immediate inquiry into the operation of the rent rule. 
The Board were looking into complaints of hardship 
and giving instruction as to the extent and direction 
in which discretion could be exercised. Each succeed- 
ing week more and more use would be made of that 
discretion. 

St. Bartholomew’s Hospital Bill 


In the House of Commons on Jan, 28th a report 
was received from the Examiners of Petitions for 
Private Bills, stating that among the Bills which had 
complied with the Standing Orders and would 
originate in the House of Lords, was the St. 
Bartholomew’s Hospital Bill. 


Suits for Nullity 


In the House of Lords on Jan. 29th Lord MERRIVALE 
moved the second reading of the Matrimonial Causes 
(Procedure in Suits for Nullity) Bill. The Bill 
provides that in any case in the High Court in 
England wherein a decree of nullity of marriage 
is prayed on the ground of the impotence of one of 
the parties, the evidence on the question of sexual 
capacity shall be heard in camera, unless on an 
application in that behalf the judge is satisfied 
that in the interests of justice the evidence ought 
to be heard in open court and directs that it shall 
be so heard. 

The Lorp CHANCELLOR said that the Supreme 
Court of Judicature (Amendment) Bill, which was 
now before the House of Commons, contained a 
clause to the same effect as the present Bill. He 
asked their Lordships to give Lord Merrivale’s Bill 
a second reading, but he hoped that it might not 
be necessary to proceed with it on the remaining 
stages as he hoped that the other measure would be 
passed in the course of the next few days. 

The Bill was read a second time. 


HOUSE OF COMMONS 
MONDAY, JAN. 28TH 
Water-supply 


Mr. Paine asked the Minister of Health whether he 
had any statement to make on the water-supply.— 
Sir Hmron Youne replied: Urban water undertakers 
generally are in a much stronger position than they were 
at this time last year, both in consequence of the measures 
taken to improve supplies where necessary and because 
reserves have been largely replenished by the heavy 
December rains. Deep underground sources in a few 
areas are still not up to normal level. In rural areas the 
primary need is for permanent supplies, and the total 
capital cost of schemes for which State grants have been 
provisionally allocated is now over £2,600,000 for schemes 
in 940 parishes, 

Ribbon Development 


Sir Nichoias Gratran-Doy_e asked the Prime Minister 
whether any immediate legislation was proposed to deal 
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with the increasing menace of ribbon development ; and, 
if so, whether such legislation would be retrospective.— 
Mr. MacDonatp replied: The answer to the first part 
of the question is in the affirmative, but my hon. friend 
will not expect me to anticipate the form which our 
proposals will take. 


TUESDAY, JAN. 29TH 


Coroners’ Inquests: Committee of Inquiry 


Mr. MorGan Jones asked the Home Secretary whether 
his attention had been called to the proceedings at the 
inquest at Weymouth into the death of Mr, Jeffreys 
Charles Allen, J.P., and whether he was prepared to 
introduce legislation to confine coroners’ inquests to an 
inquiry into the cause of death.—Sir J. Gitmour replied : 
I have had under consideration for some time past the 
question whether changes in the law or practice regarding 
coroners’ inquests are desirable. The issues involved 
are complex, and after consultation with the Lord 
Chancellor, I have decided to appoint a committee of 
inquiry into the subject. I hope to be able to announce 
the membership and precise terms of reference of the 
committee at an early date. 

Mr. M. Jones: Pending the result of such an inquiry, 
does not the right hon. gentleman think that it would 
be in the public interest to circularise coroners throughout 
the country with a view to securing that their inquiries 
shall be confined to the simple matter of the cause of death 
and not ramble, as the recent inquiry did. (Hear, hear.) 

Sir J. Grumour: I think it would be much better to 
await the result of the pending inquiry. 











AN ANTI-NOISE EXHIBITION 


THE Prime Minister will open on May 31st next, 
at the Science Museum, South Kensington, an 
exhibition organised by the Anti-Noise League, 
whose chairman is Lord Horder. The exhibition 
will remain open throughout June, and probably 
conclude with a congress during the last week. It 
is intended to present a survey of the problem of 
noise in its many aspects, and the codperation of 
the Ministry of Transport, the Air Ministry, the 
National Physical Laboratory, the Post Office 
Research Laboratories, the British Broadcasting 
Corporation, the Industrial Health Research Board, 
the Air Defence Experimental Establishment, and 
a number of industrial research laboratories has 
already been obtained. Mr. G. W. ©. Kaye, D.Sc., 
of the National Physical Laboratory. is chairman of 
the research and development section; Prof. Cave- 
Browne-Cave of the transport and machinery 
section; Mr. Hope Bagenal of the building section ; 
and Sir Henry Richards of the organising com- 
mittee. The Science Museum has placed generous 
accommodation at the disposal of the organisers, 
and it is hoped to display many interesting exhibits 
of noise abatement appliances. A small “silent ” 
house is to be erected which will incorporate the 
latest architectural and building designs and materials 
for sound-proofing and sound-absorption. The demon- 
strations will include silenced pneumatic drills, 
motor bicycles, typewriters, vacuum cleaners, and 
electric motors, and so on; the latest devices for 
the measurement, analysis, and filtering of noise will 
be shown; and the psychological aspects of noise 
will receive attention. 


RoyaL MEDICO-PSYCHOLOGICAL ASSOCIATION.— 
The sixteenth Maudsley lecture of this association 
will be delivered by Dr. Lewis C. Bruce at the house of 
the Royal Society of Medicine, 1, Wimpole-street, London, 
W.1, at 3 p.m., on Thursday, Feb. 28th. His title will 
be ‘‘ Observations on the Physical Symptoms of Acute 
Confusional Insanity.’"" Members and students of the 
medical and legal professions, and others interested in 
mental welfare, are invited to attend, and no tickets are 
required. 
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THE LANCET) 


MICHAEL COMPORT GRABHAM, M.D. Aberd., 
F.R.C.P. Lond. 


THE death is announced as having occurred in 
Madeira on Monday last, Jan. 28th, of Dr. Michael 
Grabham at the great age of 95. The senior Fellow 
of the Royal College of Physicians of London and of 
the British Association for the Advancement of 
Science, he was known as physician, climatologist, 
and biologist to a very wide circle of his own profession 
and of the scientific public. 

Michael Comport Grabham had a parentage which 
was prophetic of his future. He was a younger. son 
of a doctor in Essex who had a fine reputation as a 
practitioner and had a remarkable family from the 
medical point of 
view; for four of 
his sons entered the 
medical profession 
with success, while 
another was a 
distinguished 
mathematician. 
All:the four 
medical sons 
were prizemen 
at St. Thomas’s 
Hospital and 
house surgeons 
there, and of these 
Michael Comport 
was the survivor. 
He received his 
preliminary educa- 
tion at King’s 
College, London, 
qualified M.R.C.S. 
from St. Thomas’s 
Hospital in 1861, 
and immediately 
after filling his 
house appointment went to Madeira where he had 
learned of an opening for practice, and there spent 
the remainder of his long life. On the journey to 
Madeira a close association with THe LANCET was 
begun which never ceased, for he had charge on 
the voyage of Thomas Wakley, the founder of 
THE Lancet who had been advised to winter on the 
island, and had been a contemporary student with 
Grabham’s father. 

Michael Grabham was helped to establish a position 
on the island by marriage shortly after his arrival 
with Miss Mary Blandy, who was connected with a 
well-known firm of growers and shippers of wine. 
That position he speedily turned into a prominent 
one by his skill as a physician in dealing with the 
large number of sick visitors regularly arriving from 
Europe; and in 1865 he set out in an excellent 
little book the medical advantages of Madeira, 
thereby greatly increasing the popularity of the 
island as a health resort. He showed himself in its 
pages to have already mastered the main features 
of the lovely place. The foundation of knowledge, 
thus laid early, he built on assiduously in the obvious 
directions and in others dictated by zest for inquiry 
into all physical phenomena. He became an authority 
on the natural features of the island; he made 
regular studies of its climate and agricultural resources ; 
his researches were published from time to time in 
papers discussing the physics of altitude, the properties 
of esculents, arboriculture, and morphological botany 


DR. GRABHAM 
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and gardening in a sub-tropical region. He became 
learned on the fish of the locality and the Zoological 
Society of London is his debtor for interesting 
contributions to their collection ; indeed, while there 
were no natural conditions of the island which he did 
not study, there were few on which he was unable to 
give interesting information from personal acquaint- 
ance and sometimes from steady research. His 
attainments soon became widely recognised outside 
the island; he was elected to various societies, 
received a medical degree from the University of 
Aberdeen, and the distinction of F.R.C.P. London. 
In 1921 he was appointed Bradshaw Lecturer of the 
College, when he delivered a discourse on the sub- 
tropical animal and vegetable esculents, founded 
upon his work in Madeira. The lecture was of multi- 
farious interest. He spoke with fluent familiarity 
of many fruits and their insect pests, of the cultivation 
of the vine, of the wealth of food unexplored and 
therefore undeveloped residing in the sea, and of 
the necessity for further deep-sea exploration, holding 
that a great food-supplying area for the whole world 
still awaited investigation. In 1907 he was repre- 
sentative of the Royal College of Physicians at the 
centenary meeting of the Geological Society of London 
and delivered an address which again displayed his 
assiduity in the collection of facts; and he served on 
many committees of the British Association for the 
Advancement of Science, such as those dealing with 
the relations of climatology to hygiene, with seismic 
disturbances and with meteoric dust. He contributed 
constantly to the columns of the Times and Tue 
LANCET, and though the text of these writings might 
be the natural wealth of Madeira, the message was 
always delivered with no such limitations. This habit 
was maintained to the end of his life, his last com- 
munication to the Times appearing in the issue 
containing the notice of his death. 

As time went on Grabham of Madeira became 
famous and visitors to the island were introduced 
to him as an institution of the place. This part 
he was well qualified to fill, for he knew everything 
there was to be known about the island, was a 
pleasing and pleased informant on the many subjects 
which he had studied, and possessed for a long period 
a wonderful garden in which the resources of Madeira 
were displayed, and a house which was a complete 
museum of clocks. In displaying his treasures, 
material and intellectual, he was a charming talker 
and often somewhat of a farceur, and to his amuse- 
ment in puzzling visitors may be attributed his 
singular confession in “‘ Who’s Who ” that “ teasing ’ 
was his chief recreation. He was devoted to music, 
was a fine organist, and received permission, which 
he particularly valued, to play the organ in St. Paul’s 
Cathedral. He availed himself of the privilege on 
his visits to London, paid regularly every summer, 
when he delighted to recruit an audience from among 
the friends whom he met at the Athenz#um Club, 
at the Royal College of Physicians, and in this office. 
Once he gave a recital which was attended by the 
overseas premiers who were then in London, and on 
many other occasions well-known people were among 
his invited listeners. 

He died in considerable vigour and the full posses- 
sion of his faculties despite his years, and leaves behind 
him the memory of a singularly vivid personality, 
one who was untiring in the acquisition of knowledge 
and in its distribution. Strictly speaking not a great 
man of science, he was devoted to scientific causes and 
untiring in their promotion. 
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FREDERICK AUGUSTUS DIXEY, M.D. Oxon., 
F.R.S. 


Dr. Frederick Augustus Dixey, who died recently 
in St. George’s Hospital as a result of an accident, 
was a well-known classical scholar and a distinguished 
entomologist. These things may have obscured the 
fact that he was also a member of the medical pro- 
fession, and he would certainly have gone far in 
our own profession if other interests had not proved 
more attractive. A scholar and exhibitioner of 
Wadham College, with which his memory will always 
be associated, he pursued his medical studies at 
University College, London, and graduated in medicine 
at Oxford in 1884. He became a demonstrator in 
physiology at University College, London, and collab- 
orated with his chief, Sir Edward Sharpey-Schafer, in 
interesting physiological work, while he also made 
contributions to the proceedings of the Royal Society 
and to the British Medical Journal on epidemiology 
and vital statistics. He returned to Oxford as demon- 
strator in physiology in the University medical 
school and was elected to a Fellowship at Wadham, 
afterwards holding many important official posts in 
connexion with the college. The valuable work in 
entomology was carried out at Oxford, and both 
in the subjects which he chose for investigation and in 
the manner of their treatment we can see the value of 
his previous work in medical fields. He became 
noted for his morphological studies on the pieride, 
examples of which insects are too conspicuous in 
our vegetable gardens, while he wrote on mimicry in 
insects and its evolutionary aspects, matters which 
have been such a feature of the Oxford medical school 
since Sir Edward Poulton, F.R.S., was appointed 
Hope professor of the school at Oxford, where Dixey 
himself was once curator. He was interested also in 
the scents of butterflies, and had collaborated with 
Dr. G. B. Longstaff in many investigations directed 
to the recognition of their odours and the interpretation 
of their use. He was elected president of the 
Entomological Society of London and F.R.S. in 1910. 

Dixey was a conspicuous figure in his college and 
in the university. He was known to his colleagues 
by his wide range of interests, always informed by 
learning, and as host and raconteur; while he made 
many friendships with generations of undergraduates. 
It is good to recall that he was a member of the 
medical profession. 


THE LATE DR. W. H. B. BROOK 


Mr. Gervais Wells-Cole, who was Dr. Brook’s 
partner in practice and his cousin, sends us the follow- 
i information additional to the brief obituary 
note published last week :— 

“Dr. Brook, popularly and affectionately called 
Harry Brook, had been in practice in Lincoln since 
1888 when he joined his uncle, the late Mr. Charles 
Brook and Mr. William Cant. He was appointed 
surgeon to the Lincoln County Hospital on his uncle’s 
retirement in 1900 and continued in active work 
there until 1934. He was a very able surgeon, 
took infinite pains with cases, and was always up-to- 
date in methods, for he was an _ indefatigable 
reader and no record of a fresh line of treatment in 
medicine or surgery escaped his notice. Hence in 
general practice as well as in hospital work he was 
most successful, for any patient in whom signs or 
symptoms were at all obscure excited his immediate 
interest. He had a very large consulting practice 
in the city and county and here he appeared to the 
greatest advantage, although he laid himself open 


to the criticism, with advancing experience, that he 
was a little impatient with the “‘ malade imaginaire.” 
But he had the greatest sympathy with his patients 
and coéperated loyally with the practitioners who had 
called him in. To the younger men he was always 
ready with advice and encouragement, and it was 
never too much trouble for him to help in their 
difficult and troublesome cases. He had been coroner 
of the city of Lincoln since 1911, and his interest 
in forensic medicine had always been great, for in 
qualifying as M.B., B.S. Lond. he had obtained the 
gold medal in forensic medicine. He proved an 
admirable coroner, being able to put all the points 
of the case which really mattered clearly and 
succinctly before a jury, and he took much trouble 
in obtaining the evidence and in explaining clearly 
any medical details. He showed a great interest in 
child-welfare and was chairman of the juvenile 
court at Lincoln besides being hon. medical officer 
to the Boys’ Remand Home and the St. Hugh’s 
(Gordon) Boys’ Home. 

“Theological questions interested him deeply, 
and the death of his old friend, the late Dean Fry, 
was felt by him acutely, for they used to read 
Hebrew together and discuss church problems nearly 
every Sunday afternoon. He was learned in all 
masonic matters, read a great deal of masonic 
literature and the knowledge so acquired he was 
always ready to put at the disposal of others. His 
lectures in the province of Lincolnshire where he 
was a P.P.G.W. will long be remembered, and at the 
time of his death he was Provincial Librarian, the 
first holder of the office. For all his learning he was 
a most simple kindly man who endeared himself to 
many, and his funeral in the cathedral was attended 
by representatives of nearly all the phases of life 
in the district.” 


Sir James Berry writes: ‘“ Harry Brook was a 
typical member of a class that has been rightly 
described as the backbone of our profession, the 
cultured, hardworking, able, and upright general 
practitioner. At St. Bartholomew’s Hospital in 
the middle 80’s he was an earnest and industrious 
student, quiet, but much liked by all those who 
knew him. He won honours in his university career, 
took the fellowship of the Royal College of Surgeons, of 
England and was house surgeon at St. Bartholomew's. 
He then became house surgeon at the Lincoln County 
Hospital, after which he went into partnership with 
Mr. Charles Brook, himself a prominent practitioner 
whom at an advanced age the College elected a 
Fellow. Harry Brook thus inherited honourable 
traditions and proved worthy of them by his ideals 
and his success in a long career as surgeon to the 
Lincoln County Hospital, and later as one whose 
advice and skill were in wide request throughout 
the county. Living literally in the shadow of one 
of the noblest of English cathedrals, he was naturally 
drawn to the study of architecture. Few things 
afforded him greater pleasure than to take his friends 
round the cathedral and explain to them various little 
details of its structure and history. His house and 
garden lay actually over one of the buried main 
streets of Roman Lincoln, and from an early date he 
became greatly interested in the numerous Roman 
remains of his native. city and in various other 
branches of archeology. Many a ramble have 
he and the writer enjoyed exploring the ruins of some 
Roman or medieval structure in town or country, 
and he was an enthusiastic member of the local 
archeology society. He has left behind him a deep 
feeling of respect, esteem, and affection.” 
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MEDICAL NEWS — 





University of Oxford 


Dr. H. W. Florey, professor of pathology in the Univer- 
sity of Sheffield, has been appointed to the chair of patho- 
logy in the University of Oxford as from May Ist. 

Fi was born in 1898 and qualified as M.B. Adelaide 
in 15321 in which year he was elected to a Rhodes Ty ays and 
roceede dalen College, Oxford. In 1923 he gained a 
age hg in the honour school of natural Wo ng (physiology) 
— was @ the Francis Gotch medal. In the same year he 
appointed a demonstrator in the university department of 
physiclogy at Oxford and began research work under Sir Charles 
Bh herrington. In 1924 he was elected to the John Lucas Walker 
studentship in the University of Cambridge and in 1925 to a 
Rockefeller travelling fellowship, working in Philadelphia, 
Chicago, and New York. On his return from America he was 
elected to a Freedom research fellowship at the London Hospital, 
and in 1926 to an unofficial fellowship at Gonville and 
Caius +3 Ngee + = 1927 he was Huddersfield 
lecturer in gry ost which he held till his 
appointment. ~% 1932 to the ~y osep Hunter chair of op 
in the pn a _ Sheffield. is published work 
A A has been largely concerned with the alteration 
in = ta processes brought about by disease. 

On Jan. 24th the degree of bachelor of medicine was 
conferred on N. K. Stott and C. A. Hinds Howell. 
University of Cambridge 

On Jan. 25th the following degrees were conferred :— 

M.B., B.Chir.—Frank Ridehalgh, 8. K. Sen, and L. C. 

in. 

M.B.—H. H. Bayley. 

+ aa M. Jones and W. ¥- &- Jebb (by prone) A ~ % A 
Aldsidge, W a M. Hamilton, J j. oogpe. <- millan, 
ope, M . M, Rayner, and S 
University ry London 

The title of professor of chemistry was conferred on 
Mr. J. W. Cook, D.Sc., assistant in the research institute 
of the Cancer Hospital (Free). The William Julius 
Mickle fellowship for 1935 was awarded to Dr. Solly 
Zuckerman, and the Carpenter medal for 1934 to Dr. 
R. J. Lythgoe. 

University of Dublin 


On Jan. 23rd the following degrees were conferred :— 
M.D.—W. J. E. Jessop, Elinor D. Price, C. de V. Shortt, and 
J. E. Stokes. 


Society of Apothecaries of London 
At recent examination the following candidates were 
successful :-— 
¥. . A. Carter, Univ. of Camb. and Wteniater 
. J. Crompton, Univs. of Manch. and Dur 
Madras; and S. M. Sabet, Welsh * datiomni 
Card 
Medicine.—R. J. Crompton, Univs. of Manch. and Durh. ; 
L. Gottlieb, be of » a an Landes Bem. 3 W. McC: 
-Morris uy’s Hos A chter, 
SD. Recya ‘so, we. ‘National School of Monicins, Goodkin’ iff. 
Forensic Medicine.— —. Univs. < Manch. and 
M. Ei Badri, Gar °o 


Durh.; M. E. Ftyaras, 
Univ. of ~ ory and i" Mary’ 8 Hosp. P, Dw. , & Hoodies, 


Y ——~. Royal Colleges of Edinburen. 
Cross Hosp. ; and T. 


The be Rav candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery: S. M. Sabet, W. McC. Graves-Morris, and 
D. Rocyn Jones. 


British College of Obstetricians and Gynecologists 

At the quarterly meeting of the council of the college 
it was decided to confer the honorary fellowship upon 
Nagiub Mahfouz Bey of Cairo. The following were elected 
to the membership : 


M. D. Been _ J. G. Bonnin, é Glas. B. M. Honey, K. A. K. 
Fs . Maduram, H. McCurrich, J. L. 

H. ‘Sane P vey Robertson, Helen 

a ~ ty F. Stabler, J. A. Stallworthy, D. M. 
Stern, and H. Stirling. 


Dr. T. G. Wilson was admitted (in absentia) to the 
foundation fellowship, and the following to the member- 


ship : 
.. R. C. Canney, D. A. D. Kennedy (in absentia), Marjorie J. 
Lyon, R. C. Thomas, and R: G. Worcester. 
Working-class Flats 
An exhibition of working-class flats is being held at 
the offices of the Ministry of Health, Whitehall, S.W., and 
will be open to the public until Monday, Feb. 11th (week- 
days, 11 a.m. to 5 p.m.: Saturdays, 11 a.m. to 1 P.M.). 


Naval Medical Compassionate Fund 


At the quarterly meeting of the directors of this fund, 
held on Jan. 25th, with Surgeon Vice-Admiral R. W. B. 
Hall, medical director-general of the navy, in the chair, 
the sum of £100 was distributed among the several 
applicants. 


Royal Society of Edinburgh 


A David Anderson Berry gold medal, together with a 
sum of money amounting to about £100, will be awarded 
in July by the society for the best work, recently pro- 
duced, on the nature of X rays in their therapeutic effect 


on human diseases. A similar award will be made every 
three years. 


Royal Australasian College of Surgeons 

An address from the Royal College of Surgeons of 
Edinburgh will be read at the opening of the building 
of the Royal Australasian College of Surgeons by Sir 
Holburt Waring on March 4th. The address will be 
delivered by Mr. Henry Wade as official delegate from the 
college, and Mr. John Fraser, professor of clinical surgery 
in the University of Edinburgh, will also attend. 


Post-graduate Work at Aberdeen 

A course of post-graduate study will be held at the 
Royal Infirmary and the Royal Hospital for Sick Children 
from April 23rd to June 20th. The lectures and demonstra- 
tions will be given at 3.15 p.m. on Tuesdays, and repeated 
at the same time on Thursdays. Applications should 
reach the secretary of the University of Aberdeen not 
later than April 17th. 


Royal London Ophthalmic Hospital 


The annual dinner of past and present students of this 
hospital will be held at the Langham Hotel, Portland- 
place, London, W., on Thursday, Feb. 7th, at 7 for 
7.30 p.m. Mr. Malcolm Hepburn will preside, and application 
for tickets may be made to Mr. P. G. Doyne, 60, Queen 
Anne-street, W.1. 


Contraceptive Technique 


There will be a clinical lecture and practical demonstra- 
tion on this subject by Mrs. Marie Stopes, D.Sc., and 
Dr. Evelyn Fisher, on Thursday, Feb. 7th, from 2.30 to 
6r.m. Tickets will be supplied to medical practitioners 
only on application to the hon. secretary, the Society 
for Constructive Birth Control, 108, Whitfield-street, 
London, W.1. 


Tuberculosis (Attested Herds) Scheme 


The Ministry of Agriculture has issued a document 
describing the arrangements in England and Wales made 
under Section 9 of the Milk Act, 1934, for promoting the 
establishment of cattle herds certified to be free from 
tuberculosis. Any owner of cattle who has = steps to 
eradicate the disease from his herd, and who is a “ regis- 
tered producer’’ under the Milk Marketing Ate is 
entitled to apply to the Ministry for an official test of 
his herd, provided that no reactors were found in the 
herd at the last two tests made on the owner’s behalf. 
These must have been carried out with an interval of not 
less than 6 and not more than 12 months, and the last 
must have been not more than 12 months before the date 
of application. If the owner satisfies the Ministry that 
the management of the herd and the conditions in which 
it is kept are suitable, and undertakes to observe the rules 
applicable to an attested herd, a tuberculin test of all 
animals in the herd will be made by the Ministry free of 
charge, and if no reactors are then found the herd will 
be added to a register of attested herds to be kept and 
published by the Ministry. This scheme, which comes 
into operation on Feb. Ist, 1935, is necessarily a voluntary 
one. One of the advantages of attestation is that the 
owner will become entitled to a bonus of Id. per gallon 
for all milk from the attested herd which is sold under 
the provisions of the marketing scheme of the Milk 
Marketing Board. This is additional to any advantages 
available under the accredited producers scheme of the 
Milk Marketing Board, if and when that scheme comes 
into operation. 
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Calls to the Bar 


Among those called to the bar on Jan, 28th were Dr. 
H, N. Stafford (Inner Temple), Dr. Mary C. Sheppard, 
and Dr. H. E. Marsden (Gray’s Inn). 


British Postgraduate Medical School 


The governing body has appointed Colonel A. H. 
Proctor, I,M.S., as dean of this school] in succession to 
Dr. M. H. MacKeith, who has resigned for reasons of 
health. 


Colonel Proctor was born in 1879. After service in the 
South African War he graduated in medicine at Durham in 
1902, and took up house appointments at the Newcastle Royal 
Infirmary and the Central London Throat, Nose and 
Hospital. At Newcastle he was also editor of the College of 
Medicine Gazette, and later assistant demonstrator of anatomy 
and physiology. In 1904 he joined the I,M.S., navn taken 
the M.S. Durh., in the same year, and in 1905 became M.D. Durh. 
(with gold medal). He served as lecturer in surgery at the 
Medical College, Calcutta, in 1911 and 1912, and then became 
a civil surgeon in lL D the late war he served in 
France, Egypt, and Mesopotamia, being created D.S.O. in 1918. 
He was not Piiemobilised until 1920, when he became resident 
surgeon to the Presidency General Hospital, Calcutta. In 1925, 
having been admitted F.R.C.S. Edin., he was appointed surgeon 
superintendent of this hospital, and in March, 1930, officiating 
surgeon-general with the Government of Bengal. He was 
subsequently made inspector-general of civil hospitals in the 
United Provinces, a post which he has held till the present time. 
In 1932 he acted as professor of surgery at the University of 
Calcutta in the absence on leave of Colonel Harnett. Colonel 
Proctor is an honorary surgeon to the Viceroy. 


Pharmaceutical Society of Great Britain 

Lord Blanesburgh, who proposed the toast of the 
Pharmaceutical Society at the Grosvenor House banquet 
on Jan. 23rd, said he represented the Lord President 
of the Council whose greeting he brought; and the 
president, Mr. John Keall, in replying, gave expression to 
the satisfaction felt by the Society that its 66-year-long 
association with the Privy Council had not been broken 
except in so far as the control of the sale of poisons had 
now been transferred to the Home Office. When the 
Society first came under the Council it was only 27 years 
old and had a membership of 2000. Now there were 
21,000 members entrusted under the Act of 1933 with a 
comprehensive system of self-government. The vice- 


president, Mr. E. E. Savill Peck, then proposed the toast 
of Medicine, which he described as the foster-mother 


of the other sciences. It was, he said, the function of 
the pharmaceutical chemist to prepare the remedial 
substances required in medical practice and the British 
Pharmacopeia which at its first issue ‘‘ resembled nothing 
so much asa Mrs. Beeton,’”’ had now reached the stage of 
scientific production, It was not too much to hope for 
a clear distinction in the future between the prescribing 
of remedies by doctors and the dispensing of them by 
pharmacists. 

Sir Norman Walker, in reply, said it was the duty of the 
President of the General Medical Council to come and 
wish well the Pharmaceutical Society. In the past the 
relations between medicine and pharmacy had been very 
close, sometimes so close as to cause friction; to-day 
the Pharmacopeia Commission, an invention of Lord 
Maecmillan’s fertile brain, was sitting under the G.M.C.’s 
very roof. His own early training in the use of drugs 
was gained in his first five years after qualification spent 
in general practice in Cumberland, when he took over a 
large stock of medicines, many of which were handed on 
unchanged to his successor. To a Cumberland pharmacist 
he owed his appreciation of the merit of fresh infusion 
of digitalis; he grew foxgloves in his garden and his 
friend came over and showed him when to pick the flowers. 
Mr. Peck had spoken of the severance of prescribing and 
dispensing. Scotland had clean hands in that respect 
for it had taken that view officially as early as 1682, 
but the only country which had embodied a prohibition 
in its Medical Act was, as far as he knew, the Argentine 
in which now no physician was allowed to practise medicine 
and pharmacy simultaneously. The medical man, he said, 
was not prohibited by the G.M.C. from holding any theory 
of medicine; once admitted to the Register he might 
practise anything he liked. Changes in medical administra- 
tion were made by adjustment and coéperation from within, 
and under its new constitution the Pharmaceutical Society 
was also in the same happy position. 

Sir Humphry Rolleston, speaking for the Society 
as a nominated member of its council, weleomed by name 


and fame all the principal guests, and felt free to express 
his personal appreciation of what the Society was doing 
in research and in the preparation of the Codex. Sir 
Henry Dale replied for the guests, thanking the Society 
for its hospitality, although he saw a certain inc ongruity 
in associating such good cheer with the morrow’s task 
of the mitigation of conviviality. He was glad that the 
Pharmacope@ia Commission had seen fit to put wine 
in its right place by removing from the B.P. 1933 any 
official mention of it as a vehicle for antimony, ipecacuanha, 
and colchicum. He forecast the regular issue of the 
Pharmacopeia at ten-yearly intervals, with addenda in 
between ; its preparation would require more and more 
the services of real experts over a wide range. There 
would, he felt sure, be a gradual shrinkage in the number 
of old-fashioned remedies compounded in a single 
dispensary, and a continued growth of biological prepara- 
tions requiring great skill and care in their preparation 
and distribution. That change, he said, could not affect 
the Pharmacopeia only; it offered the profession of 
pharmacy a difficult and rather urgent choice. He would 
like to ask the Pharmaceutical Society, which was now 
in a- position to speak for all qualified members of the 
pharmaceutical profession:—Do you intend to retain 
your function as expert advisers of the medical profession 
on the nature and value of the preparations you supply 
to them, or are you content to sink to the position of a 
mere retail trade ? The practitioner, he said, literally 
did not have time to familiarise himself with all the B.P. 
preparations ; he had a right to look to the pharmacist 
for expert and not too complicated advice. 

Sir Ernley Blackwell who also replied spoke from an 
association of 27 years with the Home Office before he 
became chairman of the statutory committee. This 
committee, the function of which, he thought, would 
be easier to understand if it were described as a disciplinary 
committee, was modelled on the General Medical Council 
and the Law Society. As yet it was only in embryo 
stage ; it had power to make regulations but could not 
yet get to work. 

Burden Mental Research Trust 

At a meeting held recently in London the committee 
of administration considered reports of the first year’s 
working of the Trust, which Mrs. R. G. Burden endowed 
a short time ago with £10,000. The inquiries contemplated 
by the committee are being carried out by Mr. J. A. 
Fraser Roberts, D.Sc., assisted by Dr. R. M. Norman 
and Miss Ruth Griffiths, Ph.D., with the codperation of 
investigation elsewhere. A survey of the mentally normal 
as well as the mentally abnormal has been initiated, and 
when the Trust publishes its final report, it is hoped that 
much valuable information will be forthcoming as to 
the nature of the transmission of mental abilities and 
disabilities. 

Joint Tuberculosis Council 

Under the auspices of this council a post-graduate 
course on chest diseases will be given by the medical and 
surgical staff of the City of London Hospital for Diseases 
of the Heart and Lung, Victoria Park, E., from Feb. 25th 
to March 2nd. Short ‘ntensive post-graduate courses on 
modern methods of therapy in tuberculosis of the respira- 
tory system with special reference to collapse therapy 
will also be given by Dr. Peter Edwards at the Cheshire 
Joint Sanatorium, near Market Drayton, Salop. The 
courses will be held from March 26th to 28th, from May 7th 
to 9th, and from June 4th to 6th. Inquiries about them 
should be addressed to the hon. secretary for post-graduate 
courses of the council, Pembury, The Drive, Rickmans- 
worth, Herts. 


INDEX TO “ THE LANCET,” Vor. II., 1934 

THE Index and Title-page to Vol. II., 1934, which 
was completed with the issue of Dec. 29th, is now in 
preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post-card addressed to the 
Manager of THE LANCET, 7, Adam-street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 
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Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
TUESDAY, Feb. 5th. 
Orthopedics. 5.30 P.M, 


(Cases at 4.30 p.m.) Mr. St. J. D. 
Buxton: 1. Spinal 


Disease Complicating Gaucher's 

Disease in a Child. Mr. Norman Capener: 2. Two 
Methods of Treating Severe Genu Recurvatum : 
Result. 3. Scoliosis Associated with von Reckling- 
hausen’s Disease. Mr. A. Rocyn Jones: 4. Case for 
Diagnosis. Mr. 8. A. 8. Malkin: 5. Myositis Ossificans 
of Elbow—Post-operative. 6. Partial Fusion of 
Lumbar Vertebre. Other cases. 

Pathology. 8 P.M. for 8.30 P.M. (Bland-Sutton Institute, 


P.M.) Prof. H. 


oO”. 

Middlesex Hospital, W.), Laboratory Meeting. Demon- 
strations : J. McIntosh: Tar-induced Tumours in 
the Fowl. E. C. Dodds, R. L. Noble, and R. W. Scarf? : 
Gastric Lesions Produced by an Extract of the Pituitary. 
L. E. H. Whitby : Blood and Tissue Changes in Mono- 
cytic Leukemia. W. H. Mason: Specimens from a 
case of Cooley’s Anemia. P. B. Ascroft: Senile 
Gangrene. B. C. J. G. Knight: A Factor Essential 
for the Growth of the we lococeus. G. P. Gladstone: 
CO, and the Growth of Bacteria. A. C. Counsell: 
Heterotopic Bone Formation and its Experimental 
Production. A. J. B. Goldsmith: Radium Changes 
in Squamous-cell Carcinomata. L. W. Proger and 
F. J. 8. Gowar: Pathological Specimens. 

WEDNESDAY. 

History of Medicine. 5 P.M. Dr. H. P. Bayon: The 
Reputed Authorship of Carlo Ruini’s “ Anatomia del 
Cavallo.” Dr. E. A. Underwood: The Cholera 
Epidemic of 1832 in Yorkshire, Members of the sections 
of Comparative Medicine and Epidemiology and 
State Medicine are also invited. 

Surgery. 3 P.M. (Middlesex Hospital, W.), Clinical 
Meeting. Operations and Demonstrations. Mr. 
Sampson Handley: Clinical Demonstration. Dr. 
B. W. Windeyer: Cases of Malignant Disease treated 
by Radium. Dr. J. D. Robertson: (a) Basal Meta- 
bolism and Thyroid Surgery. (6) Urea Clearance Test. 

THURSDAY. 

Tropical Diseases and Parasitology. 8.15 P.M. Mr. V. B 
Green-Artmytage : Gynecological and Obstetrical 
Problems Peculiar to European Women Resident in 
the Tropics. Members of the section of Obstetrics 
and Gynecology are invited. 

FRIDAY. 

Clinical. 5.30 P.M. (Cases at 4.30 p.m.) Mr. C. A. Joll: 
1. Complete Extirpation of the -Lung in a Child of 
Three. 2. Total Gastrectomy for Carcinoma of the 
Stomach. Dr. F. Hernaman-Johnson : 3. Inoperable 
Carcinoma of the Breast, with Skin of *‘ peau d’orange ”’ 
Type, treated by Todd’s Method of Selenium Injections 
Combined with X Ray Exposures. Dr. H. V. Morlock : 
4. Congenital Heart Lesion. Coarctation of the 
Aorta, 

Ophthalmology. 8.30 P.M. (Cases at 8 
Erggelet (Jena): Contact Glasses. 

WEST KENT MEDICO-CHIRURGICAL SOCIETY. 

FRIDAY, Feb. 8th.—8.45 P.M. (Miller General Hospital, 
Greenwich, 38.E.), Dr. H. Stanley Banks: Serum 
Treatment of Scarlet Fever, Diphtheria, and Measles. 

LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL C “7st OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-fields, A (Hunterian lectures.) 

Monpbay, Web. 4th.—5 P.mM., Mr. H. J. Seddon: Morbid 
Anatomy of Caries of the Thoracic Spine in relation to 
Treatment. 

WEDNESDAY.—5 P.M., Dr. J. F. Brailsford : Dystrophies 
of the Skeleton. 

FRIDAY.—5 P.M., Mr. C. Max Page: The Late Results of 
the Operative Treatment of Osteo-arthritis 

FELLOWSHIP OF MEDICINE AND POST- GRADUATE, 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

Monpay, Feb. 4th to SATURDAY, Feb. 9th. or. JOHN’S, 
HOSPITAL, Leicester-square, 'W.C. Afternoon course 
in dermatology (open to all).—ST. MARK’s HOsPITAL, 
City-road, E.C. All-day course in proctology.— 
WEsT END HOSPITAL FOR NERVOUS DISEASES, Welbeck- ® 
street, W. All-day course in neurology.—NATIONAL 
TEMPERANCE HospiTaL, Hampstead-road, N.W. Tues., 
8 P.M., Mr. McNeill Love: Hernie. Thurs., 8 P.M., 
Mr. Mortimer Woolf: Thyroid.—SrT. JOHN CLINIC 
AND INSTITUTE OF PHYSICAL MEDICINE, Ranelagh- 
road, 8.W. Week-end course in physical medicine.— 
WELLCOME MUSEUM OF MEDICAL SCIENCE, 183, 
Euston-road, N.W  Thurs., 3 P.mM., Dr. T. Anwyl- 
Davies: Pathological demonstration of Syphilis.— 
MEDICAL Society oF LONDON, 11, Chandos-street, W. 
Fri., 4.15 p.m., Dr. A. E. Clark-Kennedy : Diarrhcea.— 
NATIONAL TEMPERANCE HOspPITaL, Hampstead-road, 
N.W. Sat., 3 p.m., Mr. T. Holmes Sellors: Special 
demonstration of surgical cases.—Courses, clinics, &c., 
are open only to members and associates of the 
Fellowship. 
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WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 


Hammersmith, W. 

MonpbDay, Feb. 4th.—10 a.M., skin clinic and medical 
wards. 2 P.M., gynecological and surgical wards, eye 
and gynecological clinics. 4.15 P.mM., Mr. Green- 
Armytage : Inflammatory Swellings in the Pelvis. 

TUESDAY.—10 A.M., medical wards. 11 A.M., surgical wards. 
2 p.M., throat clinic. 

—10 a.M., children’s ward and clinic. 


WEDNESDAY. 
eye clinic and medical wards, 4.15 P.M., Mr. 
Demonstration of Eye Cases. 

THURSDAY.—10 A.M., neurological and gynecological clinics. 
11.30 a.M., fracture demonstration. 2 P.M., eye and 
genito-urinary clinics. 

FRIDAY.—10 A.M., skin clinic. Noon, lecture on treatment. 
2 P.M., throat clinic. 4.15 P.m., Dr. Redvers Ironside : 
Cerebral Symptoms and Their Detection. 

SATURDAY.—10 A.M., medical wards, children’s and surgical 
clinics. Daily at 2 P.M., operations, medical and 
surgical clinics. 

The lectures at 4.15 P.M. are open to all medical practitioners 
without fee. 

ot 7 ees FOR SICK CHILDRE 

C. 

MonpDay, Feb. 4th —Noon, Dr. D. Nabarro: Congenital 
Syphilis. 3. The Nervous System and the Teeth. 

WEDNESDAY.—2Z P.M., Mr. Denis Browne: Hare-lip and 
Cleft Palate. 

THURSDAY.—Noon, Dr 
Fever and Measles. 

FRIDAY.—Noon, Mr. G. G. 
tions of the Eye. 

There will be out-patient clinics every day at 10 a.m 
ward visits (except on Wednesday) at 2 P.M. 

CANCER HOSPITAL (FREE), Fulham-road, 8S.W. 

THURSDAY, Feb. 7th.—4 P.M., Mr. A. Lawrence 

Modern Treatment of Cancer of the Rectum. 
CENTRAL LONDON THROAT, NOSE AND 
HOSPITAL, Gray’s Inn-road, W.C. 

FRIDAY, Feb. 5th.—4 P.M., Mr. J. D 

Suppurative Otitis. Media. 
LONDON HOM(CEOPATHIC HOSPITAL, 
street, W.C. 

THURSDAY, Feb. 7th.—5 

Scientific Provings rv. 
HAMPSTEAD GENERAL 
HOSPITAL, N.W. 

WEDNESDAY, Feb. 6th.—4 P.M., Dr. 
in General Practice. 

LONDON #0 HOOL OF DERMATOLOGY, 49, 
square, d 

Tu meas, Feb. 
Nails. 

THURSDAY.- 


2 P.M. 
‘Gibb: 


N, Great Ormond-street, 


Signy : Immunisation in Scarlet 


Penman: Common Inflamma- 


. and 


Abel : 
EAR 


- McLaggan : Chronic 


Great Ormond- 
P.M., Dr. Frank 
Clinical Empiricism. 
AND NORTH-WEST 


Bodman : 
LONDON 


Dawkins : Aneesthesia 


Leicester- 


5th.—5 p.m., Dr. H. Corsi: Diseases of the 


5 p.m., Dr. L. Forman: Sycosis. 
NATIONAL HOSPITAL, Queen-square, W.C 
MONDAY, Feb. 4th.—3.30 P.m., Dr. Kinnier 
Congenital Disease of the Nervous System. 
TUESDAY.—3.30 P.M., Dr. Grainger Stewart : Compression 
Paraplegia. 
WEDNESDAY.—3.30 P.M., 
THURSDAY.—3.30 P.M., 
Diseases of the Nervous System, 
FRIDAY.—3.30 P.M., Dr. James Collier: Polyneuritis. 
ROYAL SOCIETY OF ARTS, John-street, W.C 
MoNDAY, Feb. 4th.—8 P.M., Miss Harriette 
and Climate. (Second Cantor lecture. 
WEDNESDAY.—8.30 P.M., Sir Gowland aphiee : 
Human Nutrition—the Outlook To-day. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, Feb. 6th.—4 P.M. (St. James’ Hospital, 
Ouseley-road, S.W.), Dr. W. Lloyd : Cardiac 
Irregularities— Diagnosis and Treatment. 
NEWCASTLE GENERAL HOSPITAL. 
SUNDAY, Feb. 3rd.—10.30 A.M., }ir. J. Collingwood Stewart : 
Lecture. 
KING’S COLLEGE HOSPITAL, Denmark-hill, 
THURSDAY, Feb. 7th.—9 P.M., Mr. Yates 
Interesting Misdiagnoses. 
LEEDS GENERAL INFIRMARY. 
TUESDAY, Feb. 5th.—3.30 P.m., Prof. E. R. Flint: 
stration of Cases of Gall-bladder Disease. 
LEEDS PUBLIC DISPENSARY AND HOSPITAL. 
WEDNESDAY, Feb. 6th.—4 P.M., Dr. 8. J. Hartfall: Some 
Minor Gastro-intestinal Disorders. 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
TuESDAY, Feb. 5th.—3.30 p.m. (Faculty Hall, 242, 
St. Vincent-street), Dr. J. N. Cruickshank : Prognosis 
of Nephritis. 
WEDNESDAY.—4.15 P.M. (Royal Hospital for Sick Children), 
Mr. Matthew White : Surgical Cases. 


Wilson : 


Dr. James Collier: Polyneuritis. 
Dr. Kinnier Wilson: Congenital 


Chick: Diet 


Study of 


S.E. 


Bell: Some 


Demon- 


Births, Marriages, and Deaths 


BIRTHS 





ALLISON.—On Jan. 2Ist, the wife of V. D. Allison, M.D. Belf., 
Castellain-road, W., of a son. 

CRABTREE.—On Jan. 24th, the wife of J. B. Crabtree, F.R.C.S. 
Eng., Wentworth House, Ilfracombe, of a daughter. 

Gorpon.—On Jan. 21st, at Hanger-hill, Middlesex, the wife of 
Douglas Gordon, M.B., Ch.B. Edin,, Friars Stile-road, 
Richmond, Surrey, of a daughter. 
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LEHMANN.—On Jan. 25th, the wife of G. D. Lehmann, M.R.C.S 
Eng., 0 .C.M.S. Hospital, 


Kachhwa, Dist. Mirzapur, 
, India, of a daughter 


U. 
MacKeENziz.—On Jan. 20th, the wife of Ernest H,. MacKenzie, 
M.R.C.S. EB Santo ‘Surrey, of a son. 
ee a fan. th, at Alexandra oonen. 
the = = iomneth Playfair , of a son. 
Rape h, at Bangalore, S Stadia the wife of Lieut.- 
a rE a pon R.A.M.C., of a son. 


MARRIAGES 


HALL—CAVELL.—On Jan. ao. ror .~ 5 Church, Lou a 
Essex, Vernon Hall, M.R.C.S. Eng., of Park-street, 
Constance Marcia Cavell, M. S. Camb 

Lioyp—HoeGeetr.—On Jan. 23rd, at “St. Paul’s Church, 
Knightsbridge, Thomas Edmund Seymour Lloyd, M.R.C.S 
Eng., of Luton, to Phyllis Marjorie, only daughter of 
Lieut, .-Commander and Mrs. Hoggett, of Portsmouth. 

MorLEY—FiINcH.—On Jan. 19th, at the Friends’ Meeting 
House, Purley, John E. Morley, M.B. Oxon., to Grace 
Finch, both of Purley, Surrey. 


DEATHS 


ASHLEY.—On Jan. 20th, at Sutton, Surrey, Sydney Dukes 
Ashley, — M.R.C.S. Eng., aged 75, formerly in practice on 


Brixton 
at the Old Rectory, Chilcombe, 


Chelsea, 


Bray.—On "Jan. 23rd, 
Winchester, Colonel! Hubert Alaric Bray, C.B., C.M.G., 
late A. 7 .S., son of the late Major-General G. F. C. Bray, 
BREMNER.—On Jan. 26th, suddenly, at Old Castle House, 
Canterbury, Ramsay Allan Bremner, M.R.C.S. ie 
DunBAR.—On Jan. 19th, ' & John Dunbar, O.B. M.D. 
F.R.C.S. Edin., late of 
FITzGERALD.—On Jan. 10th, 4 * Sin = Sg » Se By Newton 
Fitzgerald (née Lowther), M.B. wife of the Hon. 
Dr. R. D. Fitzgerald, Director of Medical and Health 
Services, Malaya 
Jongs.—On Jan. lat, ‘suddenly, at Glazbury-road, London, W., 
cargooe Captain Harold Paget Jones, L.R.C.P .N 
retd. 
JOUBERT ens FrertTt,—On Jan. 24th, at Uxbridge, Charles 
Henry Joubert de la Ferté, M.B.Lond., F.R.C.S. Eng., 
Colonel, Indian Medical Service (retd.), in his 89th year. 
Lee.—On Jan. tg « Avenue House, Kettering, Northants 
Daniel Drake Lee, M.D. R.U.1. 
Lorp.—On Jan. 21st, - ‘the he Royal F Free xe W.C., Ruby 
T. Lord , Carr), M D.P.M. Eng. (widow of 
Dr. John C.B. E., late Medical Superintendent of 
Horton Mental a *Epsom, who died August 9th, 
1931), aged 41. 
MyYer.—On Jan. 25th, in a London ——- Rome, following 
an operation, Leonard iver, F.R.C.S. Edin., Sunmount, 

es, and New Cavendish- est, Ww. 

23rd, at Cheltenham, Alfred Felix Stevens, 

berd., formerly of Stamford Hill, London. 

WaLpo.—On Jan. 25th, y Pembroke-road, Clifton, Bristol, 


Henry Waldo, M. D. A rd., M.R.C.P. Lond., Consulting 
Physician to the Royal Infirmary, aged 88 years. 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
‘ isthe: M Marriages, and Deaths. 





Vacancies 





For further information refer to the atsustiooment columns 
Aberdeen Royal Infirmary.—Med. Supt. £800. 
Aberdeen University.—Asst. in Pathology Dept. 
Bath, ——— United Hospital.—Hon. in. Asst. 


Dept 
Benenden, National Sanatorium.—Med. Supt. £600. 

Birkenhead General Hospital.— Sen. a4. At rate of £150. 
Also Second H.S., H.P.. To Cas. O. Each at rate of £100. 

Birkenhead Municip iH al.—Res. M.O. £300. 

Birmingham and ve Hospital.—Res. Surg. O. £200. 

— West Heath , abe —Jun. M.O. At rate of 

Bootle General Hospital.—H.P., Two H.S.’s, and Cas. O. Each 
at rate of £150. 

Bristol be Hospital.—Jun. Res. H.S. At rate of £100. 

British ‘ostgraduate Medical School, Hammersmith.—Asst. 
in Clin. Pegneieey £500. Asst. in Morbid Anatomy, 
Asst. in Bacteriology, and Asst. in Pathological 

hemistry. Each £300. 

Caithness County C a —M. -. 1-4 — of Pyne &e. £96. 

Cancer Hospital, Fulha S. At rate of £100. 

Conga’. Kent and ) = Lg Hosnitel. —H.P. At rate of 


Carshalton, Queen Mary’s Hospital for Children.—Asst. M.O. 


Central London Throat, Nose and Ear Hospital, Gray’s Inn-road, 
W.C.—Lecturer in Anatomy 

Charing Cross Hospital ‘Medical. School, 
Lecturer in Hygiene and Public Health. 

City of London Hospital for Diseases of the Heart and Lungs, 

Victoria Park, E.—H. P. At rate of £100. 

East Ham Memorial H her ry-road, E.—Res. M.O. 
At im of £200. H.P. ne rate of £150. 

University.—Gardiner Chair of Physiological Gonietry. 
G = a for Fistula, Vaurhall Bridge-road, S.W.—Hon 


Asst. Surgeon. 
Halifax, St. Luke’s Hospital—Sen. and Jun. Res. M.O.’s. 
£350 and £250 pera - 
shed Soe. Consumption and Diseases of Chest, Brompton.— 
Director of Radiological Dept. 
Hosptial for Sick Children, Great Ormond-street, W.C.—Sebag- 
Montefiore Fellowship. £500. 


£250 12s. 
to Obstet. 


Cc ponderdret, W.C.— 





ae, tos wy for Infectious Diseases, Cottingham.—Res. 
I nvernest "Roval oN’ ‘orthern Infirmary.—Locum Tenens Bacterio- 
ty) 


Kingston-upon- Hull, City and County.—Asst. M.O. =. £600, 

Liver, and District epgwaiet for Diseases of the Heari.— 
.P. At rate of £100, 

London Hospital, E.—Med, 1st Asst. and Reg. £300. 

a niversity.— University Readership in n Morbid Anatomy. 


Lowestoft, St. Luke’s Hospital.—Asst. M.O. £350 

Manchester, Ancoats Hospital.—General H. 8. At rate of £100. 

eer ¢  Y Crumpsall Hospital.—Asst. M.O.’s. Each at rate 
oO 

Metropolitan Hospital, Kingsland-road, E.—Ophth. Surg. 

Middlesex County Council,—Phy vsicians, Surgeons, a Obstet. 
Surgeons, Grade I. pan. Grade II., £650. Also Asst. 


Dental Officer. 0. 
u nty (Tuberculosis) Sanatorium.—Res. Asst. M.O. 
Middiesez Hospital, W.—-Surgical Registrarship. At rate of 


Mount Pinaite Hospital, Northwood, Middlesex, ig oy 
lo le-upon-T'yne, Barrasford Sanatorium. . Med 
Newcastle-upon- zyme = Hospital.—Sen. Res. H.S. 
Norwich, Norfolk y 8. 
Out- -patient Departinent, oo Cas. O. 
fal---Res. H.S. At rate of £150. 


Hon. Asst. Ophth. 
Nottingham Children’s ito. 

s Hospital.—H.S. At rate of £120. 

Orthopedic Hospital—Sen. H.S. 


Plymouth, Prince of Wales 
Bi Gra 
i , Earl’s Court, S.W. a. (Additional) 
neentniogint Also Res. M.O. At rate of £15 
Queen’s cy gone for Children, A EH. S. At rate 


nate ‘ackney-road, 
Royal Earlswood Institution.—Jun. Asst. M.O. At 
rate of £250. 
ry.—Jun. H. 8. 


Infirmary and £200. 
Rotherham H pean H.S. £200. Also Cas. H.S. #£150. 
Royal Dental Hospital of London, Leicester- -sqguare, W,.C.— 
Hon. Asst. Dental Surgeon 
Royal Free , Gray’s Tanvead, W.C.—Reg. in Ear, Nose 
pm k Lay Dept. Ravenscourt P: k, W.—Res. M.O. £300. 
‘ari — 
Royal Naval "“Mediaal Service.—Ten M.O,'s. 
H Holloway, N.—H.P. Also Obstet. 
H.S. Each at rate of £70. 
St. — 's Hospital for Cancer, d-c., City-road, E.C.—Hon. Asst. 
W 


‘al Hospital. —Hon. Surgeon. 
sae ildren’s Hospital._H.S. and H.P. Each at rate of 


Shrewsbury, Royal S Infirmary.—Res. Surg. O. £250. 
pope: Seer inet ospital, Avonley-road, S.E.—Sen. Asst. 


.O. £550. 

Stirling District Mental Hospital, Larbert.—Med. Supt. £1000. 

Swansea General and — Hospital.—H.S. At rate of £150. 

Torquay, Torbay Hospital.—H.P. £175 

Truro, y Cornwall Infirmary. —Hon. Pathologist. 

Walsall General . men S. At rate of £150. 

West Bromwich District General Hospital.—Cas. O. At 
rate of £200. 

West End Hospital for Nervous Diseases, Gloucester-gate, N.W.— 
Hon. Asst. Physician. 

Westminster Hospital, Broad Sanctuary, af Instructor 
in Speech Defects. Also Biochemist. £300 


The Chief Inspector of Factories announces mater appointments 
for Certifying Factory Surgeons at Brixworth, Northants ; 
and Masham, Yorks. 





Appointments 





JEFFCOATE, T. N. A., M.D. Liverp., F.R.C.S. Edin., M.C.0O.G., 
has been appointed Hon. Assistant Surgeon to the Women’s 
Hospital, Liverpool. 

KILNER, T. POMFRET, M.B. Lond., F.R.C.S. Eng., Associate 
Plastic Surgeon to St. Thomas's Hospital. 

LeGoop, D. M.R.CS. Eng., Senior Assistant Medical 
Officer to the Monsall Hospital, Manchester. 

— D. C., M.B. Glasg., Deputy Medical Superintendent 

t the Monsall aoe, Manchester. 

x D. Glasg., D. 


ne. Cc. M,, P.H., Deputy Medical Officer for 
the County of Durham. 

TIERNEY, te ANE, M.R.C.S. Eng., D.M.R. B-. Hon. Assistant 

t to the West London Hospi tal. 

THOMAS, 8 OBINSON, B.Chir. Camb., D. M. a E., Chief Clinical 
Assistant to the X Ray Diagnostic Department of the West 
London Hospital. 

Cuties, Spee under the Factory and Workshop Acts: 

RUTHERFORD (Longtown, Cumberland) and Dr. 
H, C. D. MILLER (Eardisley, Hereford). 


HUGHLINGS JACKSON MEMORIAL LECTURE IN 
Houneary.—The Hungarian Psychological Society cele- 
brated the hundredth anniversary of the birth of Hughlings 
Jackson on Jan. 26th, when Prof. Ladislaw Benedek, 
president of the society and director of the Clinic for 
Nervous and Mental Diseases at Debregen, delivered an 
address on Hughlings Jackson and his work. 








